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Emergency Treatment & Management —by FLINT 


This New (2nd) Edition provides you with swift as- 
sistance to cope with the sudden accident and the un- 
expected medical crisis. When you have to make a 


See SAUNDERS Advertisement on next 2 pages 


quick decision and institute fast action—for emer- 
gencies ranging from contusions to coronary attacks 
—turn to Flint for help. 
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New (2nd) Edition! — Flint 
EMERGENCY TREATMENT AND MANAGEMENT 


Written in a simple, one-two-three manner, this indispensable guide-hook gives you 
concise, immediately usable advice on treating practically every emergency that you 
will encounter—from abdominal pain to zipper injuries. Emergency situations are ar- 
ranged alphabetically for quick reference. 


Dr. Flint carefully covers examination and treatment for such common emergencies as 
abortion, asphyxiation, bullet wounds, burns, coronary attacks, drowning, epilepsy, 
head injuries, hiccups, pneumonia, pregnancy, acute poisoning. shock, snake bites, 
sprains and virus infections. Whether your patient has been stung by a bee or has 
swallowed poison, you will find quick help here. 


This outstanding revision includes many important new topics such as: new method 
of management of cardiac arrest—new treatments for barbiturate intoxication. cold 
injuries, diving injuries, vaso pressor-resistant shock—new methods of managing ar- 
terial damage—technique of blood tests for alcoholic intoxication. The section on pe- 
diatrie emergencies has been extensively revised and expanded. New material is 
included on toxic effects from recently developed fungicides, insecticides. and house- 
hold compounds. This New (2nd) Edition is bound in a flexible cover with rounded 
corners to facilitate carrying in your pocket. glove compartment or bag. 


By Taos. Fut, Ja., M.D., Director, Division of Industrial Relations, Permanente Medical Group, Oakland and Richmond, California: 
Chief, Emergency Department, Permanente Medical Group, Kaiser Foundation Hospital, Richmond, California. 539 pages, 545” x 73,” 
$8.00. New (2nd) Edition’ 


New! —Terracol & Sweet 
DISEASES OF THE ESOPHAGUS 


This outstanding new hook is based on the eminent French work. “Les Maladies 
de L’Esophage”. written by the skilled endoscopist, Professor Jean Terracol. Dr. 
Richard Sweet, the distinguished authority on esophageal surgery, has translated 
the Terracol book and brought it completely up-to-date in accord with current 
American practice. He has rewritten almost all the material on treatment. 


Detailed attention is paid to anatomy and physiology. roentgen examination and 
esophagoscopy. For each esophageal disease. you'll also find help on: etiology, pa- 
thology, clinical characteristics, differential diagnosis, prognosis and treatment. Step- 
by-step techniques are described and beautifully illustrated for many surgical opera- 
tions such as: one and two-stage procedures for esophageal anastomosis, esopha- 
gotomy for achalasia, one-stage diverticulectomy, one and two-stage jejunal by-pass, 
and extraction of foreign bodies. 


By Jean Ternacor, Professor of the Faculty of Medicine of Montpellier, France; and Ricnarn H. hanes M.D., Associate Clinical 
Professor of Surgery, Harvard Medical School. 682 pages, 64" x 954”, with 409 illustrations. $20.00 New! 


on opposite page 
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packed with sound, practical advice 


tion in line with today’s 


no matter how extensive and varied your practice. 


By Geonee A. Htcems, M.D., F.A.CS., 


School of Medicine; Surgeon, V.A. Hospital, Kansas City. 1016 pages, 7” x 10”, 


New!—Aegerter & Kirkpatrick 
ORTHOPEDIC DISEASES 


Emphasizing physiology, pathology and radiology, this 
is the only such book written by a pathologist and a 
radiologist. This team has produced one of the most 
orderly and understandable explanations of the mech- 
anisms of orthopedic disease ever written. 


The authors examine bone disease from the standpoint 
of its altered morphology and physiology—and then 
interpret these alterations in terms of symptomatology 
and roentgenology. They delineate the various skeletal 
diseases by covering for each: clinical manifestations; 
radiographic and laboratory findings; prognosis. 


A few of the many diseases and disorders discussed in- 
clude: Achondroplasia—Osteopetrosis—Fibrous Dys- 
plasia — Rickets — Scurvy — Paget’s Disease — Various 
Bone Cysts—Giantism—Parathyroid Adenoma—Sup- 
perative Osteomyelitis—Osteoid Osteoma—Chondro- 
sarcoma—Ewing’s Tumor—Benign Synovioma— Vari- 
ous Connective Tissue Lesions. Descriptions of diseases 
are made more understandable by over 300 histologic 
illustrations and radiograms. 


By Eanest Aecerren, M.D., Professor of Pathology and Director of the Department of 
Pathology, Temple University Medical Center and School of Medicine; Professor of 
Orthopedic Pathology, University of Pennsylvania Graduate School of Medicine: and 
Joun A. M.D., Radiologist, St. Christopher's Hospital for 
Assistant Professor of Radiology, “Temple University Medical Center. 602 pages, 614” 
9%", with 354 illustrations, $12.50. N 


New (3rd) Edition! —Higgins & Orr ORR’S 
OPERATIONS OF GENERAL SURGERY 


Here is a concise, up-to-date presentation of operative technique covering disorders 
of the entire body—plus the complete surgical management of each operation. For 
virtually every surgical disorder, the authors briefly describe anatomy, indications, 
dangers and safeguards, and then go on to a step-by-step description of the operations. 


All through the book new operations have been added to bring this 
surgery. Stress is upon the more frequent surgical disorders 
and their management. The perplexities of unusual cases are made so clear that you 
will find here the guidance you need for virtually every condition you will meet— 


Drs. Higgins and Orr give outstanding help for hundreds of problems, such as: Con- 
trol of hemorrhage and shock in wounds—Immobilization of wounds—Techniques 
for amputation of hand—How to perform eight types of skin grafts—Repair of base- 
ball finger—Technique of tonsillectomy under local anesthesia—Specific steps in 15 
separate types of abdominal incisions—Repair of sliding hernia—and many more. 


Associate Professor of Surgery, University of Kansas School of Medicine; Chief of Surgi- 
cal Serviee, V.A. Hospital, Kansas City, Missouri; and Tuomas G. Onn, Jn., M.D., F.A.C.S., 
with 1990 illustrations on 835 figures. $20.00. 


New (3rd) Edi- 


Associate in Surgery, lL niversity of Kansas 


New (3rd) Edition! 


--- 


10-11-58 


W. B. SAUNDERS COMPANY 


West Washington Square, Philadelphia 5 


Please send and charge my account: 
C) Easy Pay Plan ($3 per mo.) 


C) Flint—Emergency Treatment and 


C) Terracol & Sweet—Diseases of 
C) Higgins & Orr—Orr’s Operations of 
() Aegerter & Kirkpatrick—Orthopedic 
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THE SZONDI TEST 


In Diagnosis, Prognosis and Treatment 
By Lipot Szondi, M.D.; 

Ulrich Moser, Ph.D.; 

and Marvin W. Webb, Ed.D. 


This is the first book in English to 
describe in detail the construction, 
application and interpretation of 
the Szondi test. Covers the technics, 
rules, procedures, materials and ad- 
ministration, and gives step-by-step 
guidance from the basic theory to 
the complex analysis. 


M6 Pages 30 Mlusirations NEW, 1958 $12.00 


PRACTICAL 

LEADS 

T0 

DIAGNOSES 


OF PSYCHOANALYSIS = 
NEUROSES THAT RUN THROUGH FAMILIES 


By Leon J. Saul, M.D. 


States clearly and simply the essen- 
tials of modern psychoanalytic 
method and presents the technic as 
an outgrowth of basic theory. Cov- 
ers: goals, attitudes of the analyst, 
theory, interview technic, free asso- 
ciation, unconscious material and 
dreams, the conduct of the analysis, 
special problems, difficulties and 
abuses, and ending the analysis. 
244 Pages NEW, 1958 $8.99 


By Walter C. Alvarez, M.D., D.Sc., Emeritus Professor of 
Medicine, University of Minnesota (Mayo Foundation) 


A new book designed to save the physician much time 
in arriving at the correct diagnosis before initiating a 
course of treatment. In language at all times clear and 
colloquial it tells how a better knowledge of a patient 
and his family—gained at the expenditure of a few ex- 
tra minutes in getting a more complete history—can 
save the physician hours, even days and weeks of fruit- 
less treatment of organic symptoms of what are basically 
psychosomatic conditions. With the guidance afforded 
by this book the diagnostician will find the handling of 
many formerly puzzling cases marvelously simplified 
and the chances of misdiagnosis reduced. 


EMOTIONAL PROBLEMS 
OF CHILDHOOD 


Edited by Samuel Liebman, M.D. 
With 19 Contributors. 


Help for the nonpsychiatric 
practitioner in recognizing and 
treating minor emotional prob- 
lems in children and adolescents. 


176 Pages 2 Wlustrations NEW, 1958 $5.00 


490 Text Pages NEW, 1958 $9.00 


TALKING WITH PATIENTS 


By Brian Bird, M.D. Technic and Practice of Psychoanalysis..$ 8.00 
© Practical Leads to Puzzling Diagnoses...$ 9.00 © Emotional Problems of Chiidhood............ $ 5.00 
A valuable aid in the better use © The Szondi Test........ Talking with Patients... 3.00 


of communication skills in ob- 
servational and therapeutic con- 
tacts with young and adult vieidenedsToenseeetooseessomastansieendatanenspidapocestecbesnieconeninbathousepepapntaiieians 
patients. 


154 Pages 1955 $3.00 = Make Practic 


© Charge Payment Enclosed ient Monthly 
JAMA-10-11-58 PHILADELPH 
MONTREAL 
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Epstein—Clinical Radiology 
of Acute Abdominal Disorders 


By BERNARD S. EPSTEIN, M.D. 
Chief, Department of Radiology, The Long Island Jewish Hospital, New Hyde Park, New York; Associate Clinical Professor 
of Radiology, The Albert Einstein College of Medicine, Yeshiva University, New York 


More than the “acute abdomen” is covered in this sound 
consideration of disorders of the abdomen and its contents. 
Dr. Epstein presents the subject in the broad sense of ab- 
dominal complaints which examinations reveal to require 
prompt medical attention. Congenital disorders of the abdo- 
men are taken up first, followed by a full consideration of 
neoplastic diseases of the same area. Extensive coverage is 
given to inflammatory and vascular disorders, parasitic and 
granulomatous diseases, and collagen and metabolic dis- 
turbances. Traumatic disorders, foreign bodies and the effect 
of drugs are detailed. Throughout, Dr. Epstein gives refer- 
ences to the literature and suggestions for further reading. 


New. 352 Pages,7”x 10". 406 


Faust & Russell—Craig & Faust’s 


Clinical Parasitology 


By Ernest CARROLL Faust, A.B., M.A., Ph.D. 
Department of Tropical Medicine and Public Health, Tulane 
University School of Medicine, New Orleans, La. 


and Paut Farr Russet, M.D., M.P.H. 
Staff Member, The Rockefeller Foundation; Consultant to 
the Surgeon General, U. S. Army 
This is a widely recognized text and reference book on 
protozodlogy, helminthology and arthropods as agents and 
vectors of disease-producing organisms. Etiology, pathology, 
symptomatology, diagnosis, treatment, prevention and con- 
trol are detailed. Revised and brought fully up to date. 
Contains comprehensive references. 
6th Edition. 1078 Pages. 346 Ilius. & 7 Plates 
in Color. 23 Tables. $15.00 


Cushman—Strabismus 
By CusHMAN, M.S., M.D. 


Associate Professor of Ophthalmology, Northwestern 
University Medical School, Chicago 
Here is an objective diagnostic approach to the problem of 
squint. ‘‘Fills a definite need for a text on the diagnosis and 
treatment of strabismus as propounded by Duane and 
White. Informative, enjoyable reading and certainly a valu- 
able addition to the library.”"—Northwest Medicine. 


208 Pages. Illustrated. $6.00 


LEA & FEBIGER 


Please enter my order and send the books indicated below: 
(J Check enclosed. CJ Bill me at 30 days. 


ustrations on 224 Figures. 


The fact-filled, concise text is organized along the lines of 
etiological and pathological processes, rather than by in- 
dividual organs. Diseases which have a common underlying 
congenital basis, inflammatory or neoplastic origin, are de- 
scribed in relation to the disease process rather than from 
the viewpoint of the organ itself. In this fresh approach to 
the subject, emphasis is on the correlation of clinical, path- 
ological and radiological manifestations of disease. Impor- 
tant facts are integrated with more than 400 unretouched 
radiographic illustrations. On every occasion where diag- 
nosis is guided by radiologic changes and their interpreta- 
tion, this book can be referred to with complete confidence. 
$15.00 


Katz & Pick—Clinical 
Electrocardiography 


By Louis N. Katz, M.D., F.A.C.P. 
Director, Cardiovascular Department, Michael Reese Hospital, 
Chicago 
and ALFRED Pick, M.D. 
Physician-in-Charge of Heart Station and Research Associate, 
Cardiovascular Department, Michael Reese Hospital, Chicago, Illinois 


1. Arrhythmias. Featured in this book is a 10-chapter section 
on a systematic description of sinus rhythms, premature 
beats, paroxysmal, tachycardia, auricular and ventricular 
flutter, fibrillation, the dying heart, heart blocks and the 
preexcitation syndrome. “Excellent”. J/. A. M. A., Vol. 161, 
No. 12. 


737 Pages, 7” x 10”. 


Ritvo—Chest X-Ray Diagnosis 


By Max Rirvo, M.D. 
Assistant Clinical Professor of Radiology, Harvard Medical School, 
Boston, Massachusetts 
Dr. Ritvo describes the x-ray manifestations of conditions 
affecting the heart and lungs, in which the diagnosis can be 
established by roentgen methods. Conditions which may pro- 
duce similar manifestations are described and differential 
diagnosis discussed fully. 


2nd Edition. 640 Pages, 7” x 10". 633 Illustrations 
on 426 Figures and 1 Piate in Color. $16.00 


415 Illustrations. $17.50 


WASHINGTON SQUARE, PHILADELPHIA 6, PA. 


Canadian Agent: The Macmillan Company of Canada Ltd., 70 Bond St., Toronto 


We pay postage if remittance in full accompanies your order. 


() Charge on your partial payment plan. 


0 Epstein—Clinical Radiology of Acute Abdominal Disorders 


C) Faust & Russeli—Craig & Faust’s Clinical Parasitology 
C) Cushman-— Strabismus 


Dr. (please print) 


Address 


0 Katz & Pick—Clinical Electrocardiography 
©) Ritvo—Chest X-Ray Diagnosis 


Zone........ 


City 
JLA.M.A. 10-11-58 


$15.00 


Just 


But Such Excellent Nutrition a 


So often, people say, “I’ll have just a sandwich.” 
A sandwich made with Enriched Bread has nutri- 
tional advantages over many a knife-and-fork meal. 
In addition to providing an excellent vehicle 
for other nutritionally valuable foods, the nutrient 
values of Enriched Bread add a definite plus for 


good nutrition. 


supplies growth-promoting protein, 

readily available energy, important 
B nec B vitamins (thiamine, riboflavin, 
niacin, pantothenic acid, choline, 


folic acid, and other B-complex 


factors), iron, and calcium. 


> 


Enriched Bread is more than a compatible 
vehicle for other foods; it is an effective 
provider of essential basic nutrients. 


AMERICAN BAKERS ASSOCIATION 
20 North Wacker Drive + Chicago 6, Illinois 
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Portland phys cians find that Serpasil® 
does more than reduce high blood pressure 


Physicians in Portland, Maine, have found 


that Serpasil has advantages beyond its anti- ° 


hypertensive action: 


1. With its rather pronounced central effect 
Serpasil calms patients who are frankly 
anxious or tense, as well as hypertensive. 


2. The heart-slowing action of Serpasil re- 
lieves the tachycardia that so often compli- 
cates high blood pressure. 

These facts were brought out by 450 U.S. 
physicians who were interviewed in a world- 
wide survey* conducted by CIBA. They 
reported that 74 per cent of 871 patients 


treated with Serpasil for hypertension with 
anxiety-tension had excellent or good over- 
all response, while 80 per cent of 261 pa- 
tients treated for tachycardia had good or 
excellent response. 


Their experience offers good reason to pre- 
scribe Serpasil whenever marked anxiety- 
tension or tachycardia accompany high 
blood pressure. 


SERPASIL® (reserpine CIBA) A 


*Complete information about the results of 
this survey will be sent on request. 2 /2e07me 
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Busy doctors everywhere have found accurate record-keeping 


easier, less costly, with Edison Voicewriter dictation. 


Rx for complete records... 


dictate your case histories instantly to the Voicewriter 


OU START to put the patient on 
before she’s closed the 
door to your office! It’s that easy 
to keep ahead of case histories and 
other essential paper work when you 
can just “talk them away” to your 
Edison Voicewriter. 


Changes paper work time to pa- 
tient time! Clean up correspondence, 
case histories, operative reports, x-ray 
readings, research and medical papers 
when you're ready . . . without having a 
secretary on hand. Dictate to your 
Voicewriter at any time of day or night 
... at home, in your car, in the office, at 


Edison Voicewr iter ¢ a product of Thomas A. Edison Industries 


In Canada: 32 Front Street W., Toronto, Ontario 


Thomas A. Edison Industries, West Orange, N. J. 


the hospital. Then just turn the Voice- 
writer Diamond Disc over to your secre- 
tary or receptionist and you're free for 
other important activities. 


Records are more accurate than 
ever! Your secretary types exactly what 
you say...not what you dashed out on 
paper or what she took down in short- 
hand. Your voice comes through clearly 
. .. no chance of error in transcribing. 
And your work is turned out with 
greater speed and accuracy than you’ve 
ever dreamed possible. No wonder busy 
doctors find that the prescription for 
complete medical records is an ever de- 
pendable Edison Voicewriter! 


Let us prove that you 
will profit with the Voicewriter! 


An Edison medical representative will 
arrange to let you try the Voicewriter 
so you can see how it adds new hours 
to your busy workday. You can actually 
put one to work for only $17.81 a 
month on the Edison lease plan. For a 
tryout, or free literature, write Medical 
Dept. AM-1011 at the address below. 


McGRAWE 
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less restricted* 
night-time sedation 


in elderly patients, for 
instan Ce, nonbarbiturate Doriden provides 


4 to 8 hours of sleep without the pre-excitation and later 
“hangover” often encountered with barbiturates. Doriden 
is well tolerated. It is especially useful in the many older 
patients who cannot tolerate barbiturates or who, because 
of continued use, require such high dosages that respira- 
tion may be depressed. 

*unlike barbiturates, Doriden is usually not contraindicated 
where renal and hepatic disorders are present. 

*unlike many barbiturates, Doriden rarely causes pre-excitation; 
onset is smooth, rapid. 

*unlike barbiturates traditionally used for sedation, Doriden 
is metabolized quickly, thus rarely produces “hangover” 
and “fog.” 

SUPPLIED: Tablets, 0.5 Gm., 0.25 Gm. and 0.125 Gm. 


® 
0 ri 1 CIBA 
giutethimide CIB. SUMMIT, N. J. 
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HIGHLY EFFECTIVE CYCLIC THERAPY © 


(norethindrone, Parke-Davis) 


In gynecological disorders amenable to progestational therapy, clinical 
effects of injected progesterone can now be produced by small oral doses 
of NORLUTIN. In amenorrhea, for example, 10-20 mg. daily for 5 days— 
after estrogen priming—will induce “...a prompt temperature rise and 
withdrawal bleeding 24-72 hours after medication is stopped.”! 


CASE SUMMARY’* Amenorrhea of four years’ duration in a 24-year-old married 
woman. A course of 10 mg. NORLUTIN, twice daily for five days, was followed 
after three days by menses. When no spontaneous menstruation occurred during 
the following 35 days, this treatment was repeated and again induced menses. 


INDICATIONS FOR NORLUTIN: Conditions involving deficiency of progesterone such as 
primary and secondary amenorrhea, menstrual irregularity, functional uterine bleeding, 
endocrine infertility, habitual abortion, threatened abortion, premenstrual tension, and 
dysmenorrhea. 


PACKAGING: 5-mg. scored tablets, bottles of 30. 3 i 


REFERENCES: (1) Greenblatt, R. H., & Jungek, E. C.: J.A.M.A. 166:1461 (Mar. 22) 1958. (2) Hertz, K.; 
Waite, J. H., & Thomas, L. B.: Proc. Soc. Exper. Biol. & Med. 91:418, 1956, f 
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BY MOUTH 


progestational agent 
with unexcelled potency 


and unsurpassed efficacy 
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1. TODAY'S KNOWLEDGE OF NUTRITION by Elmer Verner 
McCollum, Ph.D. 


2. FOOD FOR ENERGY by Hazel M. Hauck, Ph.D. 

3. OUR PROTEIN NEEDS by H. H. Mitchell, Ph.D. 

4. OUR CHIEF MINERAL NEEDS by Genevieve Stearns, Ph.D. 
5. WHY VITAMINS? by C. A. Elvehjem, Ph.D. 

6. WHAT IS GOOD NUTRITION? by Ruth M. Leverton, Ph.D. 


7. KEEPING THE VALUES IN FOOD by Bernice K. Watt, Ph.D. 
& Hazel K. Stiebeling, Ph.D. 


ADOLESCENT NUTRITION by Margaret A. Eppright, Ph.D. 

UNDERFED OR POORLY FED? by Grace A. Goldsmith, M.D. 
10. WHAT SHOULD OLDSTERS EAT? by Helen L. Gillum, Ph.D. 
11. DIET FOR MOTHERS-TO-BE by Icie G. Macy, Ph.D., Sc.D. 


12. HOW TO EAT WELL AND REDUCE SENSIBLY by Helen 
S. Mitchell, Ph.D. 


writen by “nutrition, scientists ‘in TOD HEALTH by the 
of Health Education and the Council on Foods and Nutritior Bust 
are available for 15 cents apiece qu 
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more than 5 times as adsorptive as kaolin 


.. .¢rystals of Claysorb*, showing the tremendous surface area for 
adsorption. Because of Ciaysorb and its great adsorptive prop- 
erty, Po.ymacma Plain rapidly removes intestinal bacterial tox- 
ins and irritants. Refreshing to the taste, Potymaama Plain also 
socthes and protects the irritated mucosa; acts quickly on a low. 
dose regimen to restore normalintestinal function. (For infectious 
diarrhea, Po.ymMaGMa—same formula plus dihydrostreptornycin 


sulfate and polymyxin B sulfate.> 
Pat 
| Clit 


Sujpliec: Bottles of 12 fi. oz. 
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Miltown is relatively 
nontoxic and “therefore 
| well suited for prolonged 
The emotional relaxation usually achieved treatment in chronic 
by Miltown helps the patient “live with his disorders with emotional 
disease,” particularly during adjustment complications.’”* 
Useful in: @ arthritis a rheumatism a cardio- irritability and fear 
vascular disease # neoplasms a acute alcohol- a helps patient’s adjustment 
ism # asthma ae cerebrovascular accidents to disease 5 i 


*Friedlander, H. S.: 
The role & e 
of atarazics in cardiology. 
Am. J. Card.1 :395, 
March 1958. 
is the original meprobamate, 


discovered and introduced by 
cM-7196 WALLACE LABORATORIES, New Brunswick, N. J. 
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dextro-chlorpheniramine maleate 


REPETABS 


daylong or nightlong relief 


ASSURE UNEXCELLED ANTIHISTAMINIC PROTECTION 
one REPETAB in the morning - one Repetas in the evening 


POLARAMINE REPETABS, 6 mg., bottles of 100 and 1000. 
Tablets, 2 mg., bottles of 100 and 1000. ( 


SCHERING CORPORATION BLOOMFIELD, NEW JERSEY 
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THE STRIDE RITE STRAIGHT LAST SHOE... . 


for use in cases where 
normal lasts are not suffi- 
cient...sturdily constructed 
to provide a sound base for 
any further measures you 


may wish to add. 


: 7) THE STRIDE RITE SHOE WITH EXTRA SUPPORT... 


Available in these featuring long inside right 
: and left counters, shaped 
three basic groups. . . anatomic heels with 1%” 
to serve the specific wedges on inner borders and 
heavy steel shanks where 
Tecommendations needed. Here again, further 


measures may be added. 


of the 


medical profession. 


famous for fit, quality and 


the outstanding skill with 


Green Shoe Mig. Co,, Boston, Mass. 4 which it is made. 
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POLARAMINE 


dextro-chlorpheniramine maleate 


REPETABS 


daylong or nightlong relief 


The allergic patient who starts the day with one 6 mg. 
POLARAMINE REPETAB enjoys continuous symptomatic relief all day. 
Nighttime — Another REpetas keeps the patient 
symptom-free to enjoy uninterrupted sleep. 


You and your allergic patients can depend on 
POLARAMINE REPETABS for unexcelled antihistaminic protection 
around the clock...at doses lower than most other antihistamines. 


POLARAMINE REPETABS 6 mg., bottles of 100 and 1000. 
Tablets, 2 mg., bottles of 100 and 1000. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY Shell 


*T.M. PO-J-898 
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eautifully illustrated facts 


to guide the mother during 


pregnancy and during the first 


year of her baby’s life. 


Your Wyeth 
Territory Manager will 
gladly supply you with copies 
for your patients as part 

of the S-M-A® Service. 


Wyeth 


® 
Philadelphia 1, Pa. 
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new size 


cen... 
makes 26 oz. 


of formula 


new 
economy 


Same formula. . . 


reduced cost 


new 
CONVenIeNnCce 


Simply mix one can of S-M-A CONCEN 
Concentrated Liquid with 

oll, lecithin, corroge 
equal amount (one can) of 


cool previously boiled water 


‘MORaTORIES 


NOTICE 


gy 
corres Or 
Exclusive protection... 


date stamped 
on top of each can 


%e 


&, 
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00D FORMULA FOR INFANTS 
CONCENTRATED LIQUID 


Nonfct cows’ milk, beef fats, soybean of, com 

oll lecithin, cor: ogeenan, vitomin A palmitote, octivated 

tiomine hydrochloride, ribohavin, niocinamide, oxorbic 

hydrochloride, edible lactose, potassium bicarbonate, 
ferrous sultote. 


RATORIES PHILADELPHIA 


*@577 559 of related compony A 


As with mother’s milk... 


S-M-A protein is in physiologic proportion. 
The infant fed S-M-A receives a daily protein 
intake comparable to that of the breast- 
fed infant. 


S-M-A fat is high in essential fatty acids. 
S-M-A supplies 20 calories per ounce, the 
same as human milk. 


S-M-A provides physiological carbohydrate in 
the form of lactose in amount (7) closely ad- 
justed to the average quantity in human milk. 


Vitamins and minerals are in amounts ade- 
quate to meet the recognized needs of health 
and growth. 


Food Formula for Infants, Wyeth 


CONCENTRATED LIQUID 
for sound infant nutrition 


Philadelphia 1, Pa 
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SERVICES 


For Physicians Infant Feeding’’ 


Calculator 
For Hospitals Bassinet Cards 
For Patients **Your Baby Book’”’ 


‘Instructions for Care of 


Mother and Baby’’ 


Mother’s Initial Gift Supply 
of S-M-A 


Available from your Wyeth Territory Manager 


| 
| 


Your Wyeth Territory Manager will 
gladly supply you with ‘‘Mother’s 
Gift’’ cartons for your patients 


as part of the S-M-A” Service. 


Philadelphia 1, Pa 
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methyprylon 


Roche 


MEETS THE NEEDS ON ALL SERVICES 


where a non-barbiturate hypnotic 1s required 


PEDIATRICS 


UROLOGY 


PRE- AND POSTOPERATIVE, 
GENERAL CONVALESCENCE 


when a full night’s rest is required 
regularly 


when pruritic lesions interfere with 
sleep 


when sleep should be induced gently 
and naturally 


when fetal respiratory depression 
must be minimized 


when rest and quiet are essential, 
e.g., following surgery 


when barbiturates are undesirable 


when mild bladder discomfort, etc., 
keep the patient awake 


when 6-8 hours’ sleep is virtually 
therapeutic 


who must awaken in an alert state 
to the telephone or alarm clock 


Roche—Reg. U.S. Pat. Off. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Ine 
Nutley 10, New Jersey 
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FOR THE PHYSICIAN... 


Milprem 
for greater dosage flexibility 
in treating the menopause 


200 me 
Miltown® 


0.4 mg. 
conjugated 
estrogens 

(equine) 


for prompt 
relief 


. SUPPLIED AS: Milprem-200, bottles of 60 tablets. from 
ALSO AVAILABLE: Milprem-400, containing 400 mg. _ 
Miltown (meprobamate) + 0.4 mg. conjugated emotional 


estrogens (equine); in bottles of 60 tablets. 


DOSAGE: One tablet t.i.d. in 21-day courses and somatic 


with one week rest periods. 


Should be adjusted to individual requirements. disturbances 
Literature and samples on request 
of ovarian decline 


® 
Wy) WALLACE LABORATORIES, New Brunswick, N.J. 
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(ETHCHLORVYNOL, ABBOTT) 


desirable assistants 
for your institution 


can be contacted thru 


* 
A CLASSIFIED ADVERTISEMENT 
e 


° in the JOURNAL 


“The addition of Ritalin gave 
this patient an extra boost...’”* 


clinical investigators report 
benefits and safety of 


® 
hydrochloride 
| in (methylphenidate 
hydrochloride CIBA) 
see page 79 
*Uicerative colitis patient 
treated for fatigue (Renzi, V. A.: 


Personal communication). 


C IBA n. 3. 


“I think this prescription will fix you up ... it’s for a mink coat.” 
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NEW PRODUCT 


FOR EASY 

AND PAINLESS 
REMOVAL OF 

EARWAX- 


WITHOUT 
INSTRUMENTATION. 


umenex 


(CONTAINS CERAPON® 10.0° IN PROPYLENE GLYCOL WITH CHLORBUTANOL [) f2 S 


CERUMENEX emulsifies and loosens earwax, facilitating its painless 
removal— without irritation or instrumentation—by simple syring- 
ing, flushing, or washing of ear with lukewarm water. 


clinically proven 


93.5 PER CENT EXCELLENT 
+ effective, convenient, and painless; greatly expedites office proce- 
RESULTS OBTAINEDIN — qures and saves time; simplifies routine aural examinations 


SEPARATE CONTROLLED SERIES _ . non-irritating and non-allergenic; well tolerated by patients in 


COMPRISING 785 PATIENTS _ @ll ages 


(ALL AGES) WITH EXCESS OR * helps relieve symptoms of itching, pain, autophony, impaired 
hearing, a sense of fullness, tinnitus and vertigo, if due to excessive 
IMPACTED CERUMEN _scerymen 


« hygroscopic — helps absorb aqueous transudates 


+ a specially-prepared water soluble agent specifically for facilitating 
removal of cerumen 


DIRECTIONS FOR USE: Fill ear canal with CERUMENEX. Insert cotton plug and allow to remain overnight. (In some 
patients 15 to 20 minutes may be sufficient.) Then, gently flush or wash ear with soft rubber syringe using lukewarm 
water (avoid excessive pressure). If a second application is necessary in unusually hard impactions, repeat dosage and 
allow again to remain in situ overnight; then, repeat cleansing procedure. supPLY: 15 cc. bottle, packaged with 
cellophane wrapped blunt-end ear dropper. * BRAND OF TRIETHANOLAMINE POLYPEPTIDE OLEATE-CONDENSATE U.S. AND FOREIGN PATENTS PENDING 


tCOMPLETE INFORMATION AVAILABLE UPON REQUEST TO THE MEDICAL DIRECTOR 


The Frederick DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 
NEW YORK 14, N.Y. | TORONTO 1, ONTARIO 


© Copyright 1958, The Purdue Frederick Company 
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_ NOTHING IS MORE EFFECTIVE 


NOTHING IS FASTER 


PRE-MICRONIZATION assures particle size for maximum effectiveness 


M d ih | F p For quick relief of bronchospasm of any 

e I a er rr origin. More rapid than injected epinephrine 
in acute allergic attacks. 

Epinephrine bitartrate, 7.0 mg. per cc., suspended 


in inert, nontoxic aerosol vehicle. Contains no alco- 
hol. Each measured dose 0.15 mg. free epinephrine. 


° ® Unsurpassed for rapid relief of symptoms of 
Med I ha ler-ISO asthma and emphysema. 


Isoproterenol sulfate, 2.0 mg. per cc., suspended in 
inert, nontoxic aerosol vehicle. Contains no alcohol. 
Each measured dose 0.06 mg. free isoproterenol. 


MEDIHALER’ Air Right Now! 


Millions of asthmatic attacks have been aborted promptly, 
effectively, economically with Medihaler-Epi and Medihaler- 
Iso. Automatically measured dosage and true nebulization... 
nothing to pour or measure...One inhalation usually gives 
prompt relief. 
Prescribe Medihaler medication with Oral Adapter as first 
prescription. Refills available without Oral Adapter. 


The Medihaler Principle of automatically measured-dose aerosol medications in spillproof, leakproof, 
shatterproof, vest-pocket size dispensers also available in Medihaler-Phen® 
(phenylephrine, hydrocortisone, phenylpropanolamine, neomycin) for prompt, 
lasting relief of nasal congestion. 
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Revenue Service Won’t Rule on Clinics’ 
Retirement Funds . . 

First 10 Years of the Hill-Burton 

Program in Review . . 

How U. S. Public Health Service Would Define 
Nursing Homes . . 

Public Health Service Schedules Conference 

on Air Pollution . . 


GROUP CLINICS MAY PROCEED WITH 
RETIREMENT PROGRAMS 


Group practice clinics that have been awaiting 
an Internal Revenue Service ruling on basic criteria 
for classification for federal income tax purposes 
now have less to be concerned about. IRS has de- 
cided not to publish a ruling. 

However, IRS is advising clinics that it will not 
discourage them from arranging retirement plans for 
their members. It does recommend that they obtain 
or legal advice, study the Kintner case, and 
apply the usual tests for a corporation. 

(The A. M. A. Law Department also repeatedly 
has urged clinics considering setting up retirement 
»lans to obtain good legal counsel to avoid state and 
ocal as well as federal difficulties. ) 

The possibility of group practice clinics setting 
up retirement plans, to which money could be paic 
as a part of ordinary business and professional ex- 

ense, was the issue in the Kintner case decision 
our years ago. 

In October, 1954, the U. S. Court of Appeals held 
that the Western Montana Clinic Scamgoense an un- 
incorporated association, was, in fact, taxable as a 
corporation and therefore its pension trust qualified 
as an employees’ pension trust. The IRS did not 
appeal, but it was not until October of last year 
that the commissioner of Internal Revenue reversed 
his position and agreed to apply the usual tests in 
determining whether a particular organization of 
doctors or other professional groups has more of the 
criteria of a corporation than a partnership. 

The agency promised at that time that basic cri- 
teria would be published in an IRS ruling “at a 
later date.” But, because of the ramifications and 
intricacies of tax laws, the ruling has not been made. 

IRS points out that an unincorporated association 
or other organization that has the characteristics of 
a corporation does not have the option to elect 
whether it will be taxed as a corporation or con- 
sidered a partnership for tax purposes. 


FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


Thus, if a clinic association decides to take ad- 
vantage of Federal law governing corporations for 
purposes of establishing a retirement plan for its 
physician members, it will at the same time incur 
the obligation of U. S. corporation taxes. The clinic 
and its counsel must decide whether these taxes 
(52% of profit, excluding salaries) will outweigh 
the advantages of a retirement plan. 


FIRST TEN YEARS OF HILL-BURTON 
HOSPITAL PROGRAM REVIEWED 


A just-released publication, “The Nation’s Health 
Facilities,” briefly sketches the development of hos- 
pitals in this country and gives a detailed summary, 
replete with statistics and tables, of the first 10 years 
of the Hill-Burton hospital construction program, 
1946-1956. 

It was produced by the Hospital and Medical 
Facilities section of the U. S. Public Health Service, 
which administers the program on the national level. 

Under the Hill-Burton program, states are given 
a certain amount of money annually to stimulate 
hospital construction. Individual projects receive 
from one-third to two-thirds of the project cost from 
the U. S. with low per capita-income states getting 
the highest percentages. This fiscal year, Hill-Bur- 
ton has a record high 186 million dollars for grants. 

Originally, grants were limited to general, tuber- 
culosis, mental and chronic hospitals and public 
health centers, general hospitals—public health cen- 
ters, and state health department laboratories. Sub- 
sequently, chronic hospitals were made a separate 
category and rehabilitation facilities, diagnostic— 
treatment centers, and nursing homes also were 
made eligible. 

A regular monthly report, released at about the 
same time as the long-range study, shows 2,718 
Hill-Burton projects in operation on Sept. 1, with 
1,148 under construction and 169 initially approved. 
Included are 1,076 health units and 173,059 beds. 
Total cost is 3.3 billion dollars, of which the U. S. 
has or will contribute | billion dollars. 

The 10-year study notes that there is no record 
of hospitals in the early days of the American colo- 
nies. First effort in this direction was an almshouse, 
founded by William Penn in 1713. 

The first bona fide hospital established solely for 
the ill, regardless of economic status or race or 
creed, was set up in 1751 under an arrangement 
devised by Benjamin Franklin that is similar to the 
present Hill-Burton system of financing. The Penn- 
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sylvania assembly voted 2,000 pounds to Philadel- 
phia, on condition that the city itself by popular 
subscription raise a like amount. 

On the reasoning behind Hill-Burton, the report 
says: 

“The underlying social philosophy of the program 
under Titie VI of the Public Health Service Act is 
that the health of the nation is a national resource 
and that Federal leadership and financial en- 
couragement are warranted and necessary in estab- 
lishing a systematic network of facilities for hos- 
pitals and medical facilities. For this purpose, 
comprehensive planning by the states themselves is 
regarded as essential, based on careful inventories 
of existing facilities, while local initiative and local 
financing must launch specific projects in accord- 
ance with the state plan, if Federal assistance is 
to be provided.” 

As of 1956, the survey found that the general 
hospital bed ratio is 3.37 per 1,000 population, or 
about 75% of the total planned by the states and 
73% of what the states regard as their actual need. 
Mental facilities, with 2.78 beds per 1,000, are regis- 
tered as only 55% of the total need but 78% of con- 
struction planned by states. 

Tuberculosis hospitals have 0.52 beds per 1,000, 
or 70% of the total need and 88% of the planned 
objective. Chronic care facilities show the greatest 
deficit, according to Hill-Burton—0.26 acceptable 
beds per 1,000, or 23% of the total planned and 13% 
of the estimated need. 

Under a heading Unfinished Tasks, the report de- 
clares: “Since the adoption of this Act in 1946 much 


has been achieved in the planning and construction 
of health facilities, yet the broad purpose has by no 
means been carried out. 

“Adequate facilities of many kinds are still lack- 
ing if a high quality of medical care is to be pro- 


ed for all the people. 
“Changes in modern therapy and shifts in popu- 
lation make continued planning essential. The phys- 
ical needs must be reappraised with respect to 
geographic distribution, and functionally by the 
interrelating of several types of facilities for com- 
mon purposes. 

“Standards are essential for systematic planning 
for health facilities in order to determine what is 
adequate.” 
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PHS PROPOSES DEFINITIONS 
FOR NURSING HOMES 


Public Health Service has started work on model 
legislation and regulations for nursing homes for 
the aged, which it hopes will serve as a guide to the 
states in revising their laws or enacting new statutes. 
The study was recommended by the Association of 
State and Territorial Health Officers and the Na- 
tional Conference on Nursing Homes for the Aged. 

In a first step, PHS has drawn up and circulated 
to interested groups a proposed numbering and 
definition system on the theory that current termi- 
nology used to refer to nursing homes is confusing. 
“The same term often means different things to 
different people and makes communication at a 


J.A.M.A., Oct. 11, 1958 


national level difficult and often impossible. There- 
fore it is proposed to use numbers to refer to the 
various kinds of facilities,” PHS said. 

The proposed system: 

Series 210 Facility—A facility whether operated 
for profit or not, eden those run by the state or 
other political subdivision, which provides for a 
period of not less than 24 hours a day intermediate 
care for two or more individuals. Such care is de- 
fined as nursing care, diet therapy, physical therapy, 
occupational therapy, recreational therapy, and both 
social group work and social casework. 

Series 310 Facility—A facility, profit or nonprofit, 
operated for the purpose of providing nursing care. 
Such care is that given by or under the supervision 
of a registered nurse. 

Series 410 Facility—Profit or nonprofit facility pro- 
viding personal care. This is defined as such assist- 
ance, with the every day essential activities of living, 
as does not require the services or supervision of 
a registered nurse. 


NEW TYPE OF TOURNIQUET 
FOUND SUCCESSFUL 


Tests in operating rooms at Walter Reed Army 
Hospital for more than a year have proved the 
Howard-Bailey pneumatic tourniquet as completely 
reliable and trouble-free. This is reported by Col. 
Sterling J. Ritchey, assistant chief of the orthopedic 
section at the hospital, writing in the current issue 
of the Armed Forces Medical Journal. 

The simply constructed tourniquet consists of a 
blood pressure pneumatic arm cuff enclosed in a 
removable cloth sheath. The sheath is sewn at its 
edges to a strip of flexible metal fireplace screen the 
size of the cuft. Tube outlets of the tourniquet blad- 
der are cut off and “cold patched” with auto tube 
patches. An auto replacement valve stem also is 
cold-patched to the center of the bladder as a load- 
ing and deflation valve. 

Colonel Ritchey explains that the tourniquet is 
inflated in the same way as an automobile tire, the 
loading tip being applied at a predetermined pres- 
sure. Because of its broad steel mesh support, the 
tourniquet is extremely comfortable and much sim- 
pler to apply. 


MISCELLANY 


The Veterans Administration is reminding phy- 
sicians and hospital administrators that it cannot 
pay the bills for care of Spanish-American War vet- 
erans in non-Va hospitals. Comments the VA: “Since 
few Spanish-American War veterans have disabili- 
ties that are service-connected for purposes of hos- 
pital treatment, the number eligible for care in 
~o te hospitals at VA expense is extremely lim- 
ited.” 

Office of Civil and Defense Mobilization has con- 
tracted with the National Broadcasting Company 
for a 10-program series titled “Ten for Survival,” 
and it will be shown over the 32-station educational 
television network. The first will be shown Oct. 28. 
The series, according to NBC, will be devoted to 
the problems of man’s adaptation to the nuclear age. 
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AMELIORATES MENOPAUSAL SYMPTOMS 
HIGH PERCENTAGE PATIENTS 


Vatlestril (brand of methallenestril) has a unique pharmacologic advantage in that 
its effectiveness in controlling menopausal symptoms is rarely accompanied by with- 
drawal bleeding. 

Schneeberg, Perczek, Nodine and Perloff* gave Vallestril to fifty-two menopausal 
patients and compared it with several other estrogenic compounds. They reported: 
“[Vallestril] was found to be a satisfactory therapeutic agent in menopausal syn- 
drome in 50 of 52 patients (96 per cent). ...Vaginal bleeding during therapy or upon 
withdrawal of therapy was infrequent and generally observed only when larger than 
therapeutic doses were prescribed. . . . [Vallestril] compares favorably with other es- 
trogenic compounds in all respects. .. .” 

For the menopausal syndrome two 3-mg. tablets three times daily for three weeks 
is recommended. This dose may then be reduced to one tablet daily. Medication 
should be interrupted every four months to determine the need for further therapy. 
G. D. Searle & Co., Chicago 80, Illinois. Research in the Service of Medicine. 
*Schneeberg, N. G.; Perczek, L.; Nodine, J. H., and Perloff, W. H.: Methallenestril, a New Synthetic Estro- 


gen, J.A.M.A. 767: 1062 (July 14) 1956. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
North Dearborn St., Chicago 10, Executive Vice President. 
1958 Clinical Meeting Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 
1960 Annual Meeting, Miami Beach, Fla., June 13-17. 
1960 Clinical Meeting, Washington, D. C., Nov. 29-Dec. 2. 
1961 Annual Meeting, New York City, June 19-23. 
1961 Clinical Meeting, Denver, Nov. 28-Dec. 1. 


AMERICAN 
October 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, Palmer 
House, Chicago, Oct. 12-17. Dr. W. L. Benedict, 100 First Avenue Bldg., 
Rochester, Minn., Secretary. 

AMERICAN ACADEMY OF PepraTRics, Palmer House, Chicago, Oct. 20-23. 
Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, IIl., Executive 
Secretary. 

AMERICAN AssOcIATION OF MEDICAL REcorD Statler Hotel, 
Boston, Oct. 13-16. Miss Doris Gleason, 510 N. Dearborn St., Chicago 
10, Executive Director. 

AMERICAN AssocIiATION OF PuBLIC HEALTH Puystcans, St. Louis, Oct. 
27-31. Dr. Joseph M. Bistowish, P. O. Box 1117, Tallahassee, Fla., 
Secretary. 

AMERICAN CoLLEeGE or GASTROENTEROLOGY, Jung Hotel, New Orleans, 
Oct. 19-25. Mr. Daniel Weiss, 33 W. 60th St., New York 23, Executive 
Secretary. 

AMERICAN COLLEGE OF PREVENTIVE Mepicrine, Sheraton-lefferson Hotel, 
St. Louis, Oct. 29-30. Dr. John J. Wright, P. O. Box 1267, Chapel Hill, 
N. C., Secretary. 

American Association. Belevve-Stratford Hotel, Philadelphia, 
Oct. 21-24. Miss Ruth M. Yakel, 620 N. Michigan Ave., Chicago 11, 
Executive Secretary. 

AMERICAN Heart AssocratTiown, Fairmont Hotel, San Francisco, Oct. 24-28. 
Mr. John D. Brundage, 44 E. 23d St., New York 10, Secretary. 

AMERICAN OTORHINOLOGIC SocIFTy FOR PLAsTiIc SURGERY, Conrad Hilton 
Hotel, Chicago, Oct. 12. Dr. Joseph G. Gilbert, 75 Barberry Lane, Roslyn 
Heights. N. Y., Secretarv. 

AMERICAN Pusiic Association, Kiel Auditorium, St. Louis, Oct. 
27-31. Dr. Berwyn F. Mattison, 1790 Broadway. New York 19, Secretary. 

AMERICAN ScHoot HEALTH AssocraTiIon, St. Louis, Oct. 26-31. Dr. A. O. 
DeWeese 515 E. Main St.. Kent. Ohio, Secretary. 

AMERICAN SocreTy OF ANESTHESIOLOGISTS, Penn-Sheraton Hotel. Pitts- 
heerh Oct, 19-24. Dr. J. Earl Remlinger, 802 Ashland Ave., Wilmette, 
Tll., Secretary. 

AseRICAN SocrETyY OF PLastic AND RECONSTRUCTIVE SURGERY, Drake 
Hotel, Chicago, Oct. 12-17. Dr. Kenneth L. Pickrell, Duke Univ. Hosp., 
Durham, N. C., Secretarv. 

AMERICAN SOCIETY FOR THE STUDY OF ARTERIOSCLEROSIS, Hotel Whit- 
comb, San Francisco, Oct. 24-26. Dr. O. J. Pollak, P. O. Box 228, Dover, 
Del., Secretary. 

ASSOCIATION OF AMERICAN MEDICAL COLLEGES, Ocean House, Swampscott, 
Mass., Oct. 13-15. Dr. Richard H. Young, 303 E. Chicago Ave., Chi- 
cago, Secretarv. 

As‘sociATION OF LirE INSURANCE MEDICAL Drrectors or AMERICA, Statler 
Hotel, Hartford, Conn., Oct. 22-24. Dr. Royal S. Schaaf, P. O. Box 594, 
Newark i, N. J., Secretary. 

ASSOCIATION OF STATE & TERRITORIAL HEALTH OrFicers, Hotel Wash- 
ington, Washington, D. C., Oct. 22-24. Dr. Mack I. Stanholtz, State 
Office Building, Richmond, Va., Secretary. 

CrenTrAL Nevropsycatatric Association, Deshler Hilton Hotel, Colum- 
bus, O., Oct. 17-18. Dr. Ralph M. Patterson, Ohio State Univ., College 
of Med., Columbus 10, O., Secretary. 

CentTrat Socrety ror Researcn, Drake Hotel, Chicago, Oct. 
81-Nov. 1. Dr. Austin S. Weisberger, 2065 Adelbert Rd., Cleveland 6, 
Secretary. 

Concress or NEUROLOGICAL SuRGEONS, St. Francis Hotel, San Francisco, 
Oct. 29-Nov. 1. Dr. Richard L. DeSaussure, 899 Madison Ave., Mem- 
phis, Tenn., Secretary. 

EasTERN Psycutatric REsEARCH AssociaTIon, INc., Brooklyn State Hosp., 
Brooklyn, N. Y., Oct. 23-24. For information write: Dr. David J. 
Impastato, 40 Fifth Ave., New York. 

Gutr Coast Crrinicat Socrety, Pensacola, Fla., Oct. 23-24. Dr. J. J. 
Baehr, Jr., 117 N. Palafox St., Pensacola, Fla., Secretary. 

INDIANA STATE AssociaTION, Murat Temple, Indianapolis, Oct. 
13-15. Mr. James A. Waggener, 23 E. Ohio St., Indianapolis 4, Execu- 
tive Secretary. 

PENNSYLVANIA, MEDICAL SociETY OF THE STATE oF, Bellevue-Stratford, 
Philadelphia, Oct. 12-17. Mr. Lester H. Perry, 230 State St., Harrisburg, 
Executive Director. 

Mepicat Socrety or Vircinta, Hotel Jeff 
Mr. Robert I. Howard, 4205 Dover Rd., Rich d 21, 
Secretary. 

MississtpPr1 VALLEY CONFERENCE ON TUBERCULOSIS, Biltmore Hotel, Day- 
ton, Ohio, Oct. 15-18. Mrs. Augustis K. Maxwell, 1412 W. Washington 
Blvd., Chicago 7, Secretary. 

NATIONAL Procto.ocic Association, Hamilton Hotel, Chicago, Oct., 
Dr. George E. Mueller, 59 E. Madison St., Chicago 2, Secretary. 

Oxtanoma Socrery, Biltmore Hotel, Oklahoma City, Okla., 
Oct. 27-29. Mrs. Alma O’Donnell, 503 Medical Arts Bldg., Oklahoma 
City, Okla., Executive Secretary. 

SOUTHWESTERN Mepicat AssociaTIon, Pioneer Hotel, Tucson, Ariz., Oct. 
23-25. Dr. Russell L. Deter, 1501 Arizona St., El Paso, Tex., Secretary. 


Rich d 


12-15. 
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WEsTERN INDUSTRIAL MepicaL Association, San Francisco, Oct., Dr. 
A. C. Remington, 9851 Sepulveda Blvd., Los Angeles 45, Secretary. 
WESTERN ORTHOPEDIC AssOcIATION, Multnomah Hotel, Portland, Ore., 
Oct. 22-25. Dr. Elden G. Chuinard, 1922 N. W. Johnson, Portland 9, 

Ore., Secretary. 


November 


AMERICAN AssocIATION OF BLoop Banks, Netherlands Plaza Hotel, Cin- 
cinnati, Nov. 20-22. Dr. John B. Alsever, 1211 W. Washington, Phoenix, 
Ariz., Secretary. 

AMERICAN COLLEGE OF CARDIOLOGY, INTERIM MEETING, Jung Hotel, New 
Orleans, La., Nov. 20-22. Dr. Philip Reichert, Empire State Bldg., New 
York 1, Secretary. 

AMERICAN DENTAL AssociATION, Memorial Auditorium, Dallas, Tex., Nov. 
10-13, Dr. Harold Hillenbrand, 222 E. Superior St., Chicago 11, General 
Secretary. 

AMERICAN Society or PATHoLoGists, Congress Hotel, Chicago, 
Nov. 2-8. Dr. Clyde G. Culbertson, Indiana Univ. Med. Center, West 
Michigan St., Indianapolis, Secretary. 

AMERICAN Society or TropicaL MEpIcINE AND Hycrene, Hotel Deau- 
ville, Miami Beach, Fla., Nov. 4-7. Dr. R. B. Hill, 3575 St. Gaudens Rd., 
Miami 33, Fla. 

AssociaATION OF Minrrary SURGEONS OF THE U. S., Hotel Statler, Wash- 
ington, D. C., Nov. 17-19. Col. Robert E. Bitner, 1726 Eye St., N. W., 
Washington 6, D. C., Secretary. 

CoLLEeEGE or AMERICAN PaTHoLocists, Congress Hotel, Chicago, Nov. 1-5. 
Dr. A. H. Dearing, Prudential Plaza, Suite 2115, Chicago 1, Executive 
Secretary. 

District or Co_tumsr1a, Mepicar Society or THE, Hotel Statler, Wash- 
ington, Nov. 24-26. Mr. Theodore Wiprud, 1718 M St., N. W., Wash- 
ington 6, Secretary. 

GERONTOLOGICAL Society, Bellevue-Stratford Hotel, Philadelphia, Nov. 
6-8. Dr. Nathan W. Shock, Baltimore City Hospitals, Baltimore 24, 
Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, Mid-Atlantic Sectional Meeting, 
The Homestead, Hot Springs, Va., Nov. 16-18. Dr. E. G. Gill, 711 
S. Jefferson St., Roanoke, Va., Chairman. 

IntER-Society CyroLocy Councir, Hotel Statler, New York, Nov. 13-15. 
Dr. Paul F. Fletcher, 634 N. Grand Blvd., St. Louis 3, Secretary. 

INTERSTATE Post GRADUATE MEDICAL ASSOCIATION OF NORTH AMERICA, 
Cleveland, Nov. 10-13. Dr. Erwin R. Schmidt, Box 1109, Madison 1, 
Wis., Secretary. 

MicuiGAN ACADEMY oF GENERAL Practice, Sheraton-Cadillac Hotel, 
Detroit, Nov. 12-13. Dr. F. P. Rhoades, 970 Maccabees Bldg., Detroit 2, 
Convention Manager. 

NATIONAL SocreTY FOR CripPpLep CHILDREN & ApuLtTs, Statler Hilton 
Hotel, Dallas, Tex., Nov. 16-20. Miss Catharine Bauer, 11 S. LaSalle St., 
Chicago 3, Director of Information . 

New ENGLAND PostGRADUATE AssEMBLY, Statler Hotel, Boston, Nov. 4-6. 
Mr. Robert S. Boyd, Massachusetts Medical Society, 22 The Fenway, 
Boston 15, Executive Secretary. 

Omana Mipwest Cuirnicar Society, Sheraton-Fontenelle Hotel, Omaha, 
Nov. 3-6. Dr. Payson Adams, 1031 Medical Arts Bldg., Omaha 2, 
Secretary. 

Puerto Rico Mepicatr Association, Santurce, P. R., Nov. 18-22 .Mr. J. A. 
Sanchez, Box 9111, Santurce 29, P. R., Executive Secretary. 

RaprioLocicaL Socrety or Nortn America, Palmer House, Chicago, 
Nov. 16-21. Dr. Donald §S. Childs, 713 E. Genesee St., Syracuse 2, 
N. Y., Secretary. 

SovuTHERN MeEpicat Association, New Orleans, Nov. 3-6. Mr. V. O. 
Foster, 1020 Empire Bldg., Birmingham 3, Ala:, Executive Secretary.- 
SouTHERN TwHoracic SurGicat Association, Deauville Hotel, Miami 
Beach, Fla., Nov. 28-30. Dr. Hawley H. Seiler, 517 Bayshore Blvd., 

Tampa 6, Fla., Secretary. 

Unrrep States SEcTION, INTERNATIONAL COLLEGE OF SURGEONS, MID- 
ATLANTIC REGIONAL MEETING, The Homestead, Hot Springs, Va., Nov. 
17-18. For information address: Dr. Elbryne G. Gill, 711 Jefferson St., S,. 
Roanoke 13, Va. 

WeEsTERN Surcicat Association, Kahler Hotel, Rochester, Minn., Nov. 
20-22. Dr. John T. Reynolds, 612 N, Michigan Ave., Chicago 11, 
Secretary. 


December 


AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY, Palmer House, 
Chicago, Dec. 6-11. Dr. R. R. Kierland, Mayo Clinic, Rochester, Minn., 
Secretary. 

AMERICAN MEDICAL AssocIATION CLINICAL MEETING, Hotel Leamington, 
Minneapolis, Dec. 2-5. Dr. George F. Lull, 535 N. Dearborn St., Chi- 
cago 10, Secretary. 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL D1sEasEs, Hotel 
Roosevelt, New York, Dec. 12-13. Dr. Rollo J, Masselink, 700 W. 168th 
St., New York 32, Secretary. 

Mip-West ForuM on ALLERGY, Sheraton-Cadillac Hotel, Detroit, Dec. 6-7. 
Dr. John M. Sheldon, University Hospital, Ann Arbor, Mich., General 
Chairman. 

SOUTHERN SuRGICAL Assoc1aTION, Boca Raton Club & Hotel, Boca Raton, 
Fla., Dec. 9-11. Dr. George G. Finney, 2947 St. Paul St., Baltimore 18, 
Md., Secretary. 


AMERICAN 
1959 
January 
AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, Palmer House, Chicago, 
Jan. 24-29. Dr. Clinton L. Compere, 720 N. Michigan Ave., Chicago 11, 
Secretary. 


AMERICAN PRroTEesTANT Hosprrat AssociaTIon, Jefferson Hotel, St. Louis, 
Jan. 27-30, Mr. Olin E. Oeschger, 740 Rush St., Chicago 11, General 


Secretary. 
(Continued on page 30) 
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the skin and helps 
remove blackheads 


Fostex contains a 
combination of sur- 
face active agents 
(Sebulytic*) which: 
Completely emulsify ex- 
cess oil so that it is 
quickly washed off the 
skin. 


Penetrate and soften 
comedones, unblocking 
the pores and facilitat- 
ing removal of sebum 
plugs. 


Fostex dries and 


peels the skin 
The Sebulytic base of 
Fostex dries and pro- 
motes peeling of the 
skin...actions enhanced 
by the keratolytic ef- 
fects of micropulver- 
ized sulfur and salicylic 
acid. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- 
fonate, sodium dioctyl sulfosuccinate.) 


FOSTEX CREAM for 
therapeutic washing of 
skin in the initial phase 
of acne treatment, when 
maximum degreasing 
and peeling are de- 
sired. 


FOSTEX CAKE for 
maintenance therapy to 
keep skin dry and sub- 
stantially free of come- 
dones. 


Fostex is easy for your 
patients to use 

Patients stop using soap on 
affected skin areas. Instead 
they use Fostex for thera- 
peutic washing of the skin. 
The Fostex lather is mas- 
saged into the skin for 5 
minutes—then rinse and dry. 


Write for Samples 


WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. Buffalo 13, New York 
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AMERICAN SOCIETY FOR SURGERY OF THE HAND, Palmer House, Chicago, 
Jan. 23-24, Dr. George S. Phalen, 2020 E. 93d St., Cleveland 6, 
Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, SOUTHEASTERN REGIONAL MEET- 
ING, Miami Beach, Fla., Jan. 4-7. Dr. Harold O. Hallstrand, 7210 Red 
Road, South Miami, Fla., Chairman. 

INTERNATIONAL MEDICAL ASSEMBLY OF SoutHwest Texas, Gunther 
Hotel, San Antonio, Tex., Jan. 26-28. Mr. S. E. Cockrell Jr., 202 
W. French Pl., San Antonio, Tex., Executive Secretary. 

Rocky Mountain TrauMatic SurcicaL Association, Aspen, Colo., Jan. 
28-31. Dr. Charles B. Bartell, 1600 Orange Ave., Long Beach 13, Calif., 
Secretary. 

WEsTERN Socrety ror Ciinicat Researcn, Carmel-by-the-Sea, Calif., 
Jan. 29-31. Dr. William N. Valentine, University of California Medical 
Center, Los Angeles 24, Secretary. 


February 


AMERICAN ACADEMY OF ALLERGY, Morrison Hotel, Chicago, Feb. 9-11. 
Dr. Bram Rose, Royal Victoria Hosp., Montreal, Quebec, Secretary. 
AMERICAN ACADEMY OF ForENsIc ScreNncEs, Drake Hotel, Chicago, Feb. 

26-28. Dr. Walter J. R. Camp, 1853 W. Polk St., Chicago 12, Secretary. 
AMERICAN ACADEMY OF OcCUPATIONAL MeEpiIcINE, Boston, Feb. 11-13. 
Dr. L. Blaney, 1608 Walnut St., Philadelphia 3, Secretary. 
AMERICAN COLLEGE or Rapro.ocy, Drake Hotel, Chicago, Feb. 6-7. Mr. 
William C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive Director. 
Cavirornia MeEpicar Association, Sheraton-Palace Hotel, San Francisco, 
Feb. 22-25. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 


March 


Avaska Mepicat Association, Baranof Hotel, Juneau, 
March. Dr. Robert B. Wilkins, 1121 Fourth Ave., Anchorage, Secretary. 

AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION, The Homestead, 
Hot Springs, Va., Mar. 8-9. Dr. F. Johnson Putney, 1712 Locust St., 
Philadelphia 3, Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, Fairmont Hotel, San Francisco, Mar. 
15-20. Dr. M. Coleman Harris, 450 Sutter St., San Francisco, Secretary. 

AMERICAN LARYNGOLOGICAL AssociATION, The Homestead, Hot Springs, 
Va., Mar. 8-9. Dr. James H. Maxwell, University Hospital, Ann Arbor, 
Mich., Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL & OToLocicat Society, The 
Homestead, Hot Springs, Va., Mar. 10-12. Dr. C. Stewart Nash, 708 
Medical Arts Bldg., Rochester 7, N. Y., Secretary. 

AMERICAN ORTHOPSYCHIATRIC AssocIATION, Sheraton-Palace Hotel, San 
Francisco, Mar. 30-Apr. 1. Dr. Marion F. Langer, 1790 Broadway, New 
York 19, Executive Secretary. 

AMERICAN OToLocicaL Socrety, The Homestead, Hot Springs, Va., Mar. 
13-14. Dr. Lawrence R. Boies, University Hospital, Minneapolis 14, 
Secretary. 

Micuican ACADEMY oF GENERAL Practice, Post-Grapuate CLINIC, 
Sheraton-Cadillac Hotel, Detroit, Mar. 5. Dr. F. P. Rhoades, 970 Mac- 
cabees Bldg., Detroit 2, Convention Manager. 

NationaL Counci, Palmer House, Chicago, Mar, 17-19. Mr. 
Philip E. Ryan, 1790 Broadway, New York 19, Executive Director. 
Nationa Scierosis Society, New York, Mar. 9. Mr. Donald 

Vail, 257 4th Ave., New York 10, Secretary. 

SOUTHEASTERN SuRGicAL Concress, Deauville Hotel, Miami Beach, Fla., 
Mar. 9-12. Dr. Benjamin T. Beasley, 45 Edgewood Ave., S. E., Atlanta 3. 
Ga., Secretary. 

SOUTHWESTERN SuncicaL Concress, New Brown Palace Hotel, Denver, 
Mar. 30-Apr. 1. Dr. C. M. O'Leary, 1213 Medical Arts Bldg., Oklahoma 
City, Okla., Secretary. 


April 


Aero MeEpicat Association, Hotel Statler, Los Angeles, Apr. 27-29. Dr. 
Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, Secretary. 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Birmingham, Apr. 
9-11. Mr. William A. Dozier, 17 Moulton Bldg., Montgomery, Executive 
Secretary. 

AMERICAN ACADEMY OF GENERAL Practice, San Francisco, Apr. 6-9. 
Mr. Mac F. Cahal, Volker Blvd., at Brookside, Kansas City 12, Mo., 
Executive Secretary. 

AMERICAN ACADEMY OF NEUROLOGY, Statler Hotel, Los Angeles, Apr. 13- 
18. Dr. Joseph M. Foley, Boston City Hosp., Boston, Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Seattle, Apr. 1-3, Dr. B. Flexner, 
Univ. of Pa., Med. School, Philadelphia 4, Secretary. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, Sheraton 
Hotel, Philadelphia, Apr. 30-May 2. Dr. D. C. Spriestersbach, Univ. 
Hosps., Iowa City, Ia., Secretary. 

AMERICAN AssocIATION OF GENITO-URINARY SURGEONS, Seaview Country 
Club, Absecon, N. J., Apr. 15-17. Dr. William J. Engel, 2020 E. 93d 
St., Cleveland 6, Secretary. 

AMERICAN ASSOCIATION OF IMMuUNOLOGiSTS, Atlantic City, N. J., Apr. 13- 
17. Dr. Calderon Howe, 630 W. 168th St., New York 32, Secretary. 
AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Somerset 
Hotel, Boston, Apr. 23-25. Dr. Russell L. Holman, 1542 Tulane Ave., 

New Orleans 12, Secretary. 

AMERICAN ASSOCIATION OF RamLway Surceons, Drake Hotel, Chicago, 
Apr. 16-18. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN ASSOCIATION FOR THE Stupy oF Neopiastic Diseases, Hotel 
Greystone, Gatlinburg, Tenn., Apr. 30-May 4. Dr. Bruce H., Sisler, Box 
268, Gatlinburg, Tenn., Secretary. 

AMERICAN ASSOCIATION FOR THORACIC SuRGERY, Statler Hotel, Los An- 
geles, Apr. 21-23. Dr. Hiram T. Langston, 7730 Carondelet Ave., St. 
Louis 5, Secretary. 

(Continued on page 32) 
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ONE OF THE MOST EFFECTIVE 
DRUGS EVER USED' 


before the 
sets in 


brand of meclizine hydrochloride 


‘o prevent Vertigo, Nausea, vomiting 
as in pre onancy 


BONAMINE gives complete and long- 
acting protection against morning 
sickness — often for 24 hours, with a 
rare incidence of untoward effects.? 
Percentage of patients obtaining ex- 
cellent results is high and there are 
few therapeutic failures —‘‘at least 
90 per cent of the patients improve 
under the medication.’’? 


Also indicated for vertigo, nausea, 
vomiting in: cerebral arteriosclerosis 
« other geriatric indications + pedi- 
atric infections + postoperative pa- 
tients - opiate or other drug therapy 
+ radiation therapy, Meniére’s syn- 
drome, fenestration procedures, 
labyrinthitis = motion sickness 


BONAMINE Tablets, scored, tasteless, 25 mg. Boxes 
of 8, bottles of 100 and 500. 


BONAMINE Chewing Tablets, pleasantly mint fla- 
vored, 25 mg. Packages of 8. 
1. McKenna, C. J.: Am. Pract. & Digest Treat. 6:417, 


1955. 2. Moyer, J. H.: M. Clin. North America, March, 


1957, p. 405. *Trademark 
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AMERICAN COLLEGE OF OBSTETRICIANS & GYNECOLOGISTS, Traymore Hotel, 
Atlantic City, N. J., Apr. 5-9, Dr. John C. Ullery, 15 S. Clark St., Chi- 
cago 3, Secretary. 

AMERICAN COLLEGE OF Puysictans, Conrad Hilton Hotel, Chicago, Apr. 
20-24. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, Executive 
Secretary. 

AMERICAN Gorrer Association, Chicago, Apr. 30-May 2. Dr. John C. 
McClintock, 1491, Washington Ave., Albany, N. Y., Secretary. 

AMERICAN PrystoLocicaL Socrety, Atlantic City, N. J., Apr. 12-16. Dr. 
Ray G. Daggs, 9650 Wisconsin Ave., Washington, D.C., Executive 
Secretary. 

American Association, Civic Auditorium, Philadelphia, 
Apr. 27-May 1. Dr. C. H. Hardin Branch, 156 Westminster Ave., Salt 
Lake City, Secretary. 

AMERICAN Rapium Society, The Homestead, Hot Springs, Va., Apr. 6-8. 
Dr. Robert L. Brown, Robert Winship Clinic, Emory University, At- 
lanta 22, Ga., Secretary. 

AMERICAN Socrety oF Brotocicat Cuemuisrs, Atlantic City, N.J., Apr. 
13-18. Dr. F. W. Putnam, Univ. of Fla. Medical School, Gainesville, 
Fla., Secretary. 

AMERICAN Socrety ror ExperiMeENTAL PAatHoLocy, Atlantic City, N. J., 
Apr. 13-18. Dr. J. F. A. McManus, Univ. of Alabama Medical Center, 
Birmingham 3, Ala., Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEU- 
tics, Atlantic City, N.J., Apr. 13-17. Dr. Harold Hodge, Univ, of 
Rochester, Rochester 20, N. Y., Secretary. 

AMERICAN SocreTy FOR THE StupyY OF SteErRiLtry, Shelburne Hotel, At- 
lantic City, N.J., Apr. 3-5. Dr. Herbert H. Thomas, 920 S. 19th St., 
Birmingham 5, Ala., Secretary. 

AMERICAN Suncicat Association, Fairmont Hotel, San Francisco, Apr. 
15-17. Dr. W. A. Altemeier, Cincinnati Gen. Hospital, Cincinnati 29, 
Secretary. 

AMERICAN Urovocicat Association, Chalfonte-Haddon Hall, Atlantic 
City, N.J., Apr. 20-23. Dr. Samuel L. Raines, 188 S. Bellevue Blvd., 
Memphis, Tenn., Secretary. 

Arizona Mepicat Association, San Marcos Hotel, Chandler, Apr. 28- 
May 2. Dr. Leslie B. Smith, 826 Security Bldg., Phoenix, Secretary. 
ARKANSAS MepicaL Socrety, Goldman Hotel, Ft. Smith, Apr. 13-15. Mr. 
Paul C. Schaefer, 215 Kelley Bldg., Ft. Smith, Executive Secretary. 
Mepicart Association, Hilo, Apr. 23-25. Mr. Lee McCaslin, 510 

S. Beretania St., Honolulu 13, Executive Secretary. 

INpusTRIAL Mepicat Association, Sherman Hotel, Chicago, Apr. 26-29. 
Dr. Leonard Arling, 3101 University Ave., S. E., Minneapolis 14, Sec- 
retary. 

lowa State MeEpicar Society, Savery Hotel, Des Moines, Apr. 19-22. Mr. 
Donald L. Taylor, 529 36th St., Des Moines, Executive Secretary. 

MARYLAND, MEDICAL AND Faculty or THE STATE OF, The 
Alcazar Hotel, Baltimore, Apr. 15-17. Mr. John Sargeant, 1211 Cathe- 
dral St., Baltimore, Executive Secretary. 

Missouri State Mepicax Association, Kansas City, Apr. 5-8. Mr. T. R. 
O’Brien, 634 N. Grand Blvd., St. Louis, Executive Secretary. 

NEBRASKA STATE MEpIcAL AssocraTIon, Hotel Paxton, Omaha, Apr. 27-30. 
Mr. M. C. Smith, 1315 Sharp Bldg., Lincoln 8, Executive Secretary. 

NEUROSURGICAL SocreTY OF AMERICA, The Homestead, Hot Springs, Va., 
Apr. 1-4. Dr. Frank P. Smith, 260 Crittenden Blvd., Rochester 20, N. Y., 
Secretary. 

New Jersey, Mepicar or, Chalfonte-Haddon Hall, Atlantic City, 
Apr. 25-29. Mr. Richard I, Nevin, P.O. Box 904, Trenton, Executive 
Officer. 

Ouro State Mepicar Association, Neil House, Columbus, Apr. 21-24. 
Mr. Charles S. Nelson, 79 E. State St., Columbus, Executive Secretary. 

OKLAHOMA STATE MEpIcaAL AssocIaTION, Mayo Hotel, Tulsa, Apr. 19-22. 
Mr. R. H. Graham, P. O. Box 9696 Shartel Station, Oklahoma City, 
Executive Secretary. 

Society or SurRGEONS, Waldorf-Astoria Hotel, New York, 
Apr. 27-28. Dr. Bronson S. Ray, 525 E. 68th St., New York 21, Secretary. 

Sovutuwest ALLERGY Forum, Shamrock-Hilton Hotel, Houston, Tex., Apr. 
26-28. Dr. Richard H. Jackson, Suite 156, Hermann Professional Bldg., 
Houston 25, Tex., Secretary. 

SrupENT AMERICAN Mepicat Association, Morrison Hotel, Chicago, Apr. 
30-May 3. Mr. Russell F. Staudacher, 430 N. Michigan, Chicago 11, 
Executive Secretary. 

TENNESSEE STATE MeEpicat Association, Peabody Hotel, Memphis, Apr. 
12-15. Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5, Executive 
Secretary. 

Texas Mepicat Association, San Antonio, Apr. 18-21. Mr. C. Lincoln 
Williston, 1801 N. Lamar Blvd., Austin, Executive Secretary. 


May 


AMERICAN ASSOCIATION FOR THE History OF MepictIne, Wade Park 
Manor, Cleveland, May 21-23. Dr. John B. Blake, Smithsonian-Institu- 
tion, Washington 25, D. C., Secretary. 

AMERICAN COLLEGE or CaRbDImoLocy, Benjamin Franklin Hotel, Philadel- 
phia, May 26-29. Dr. Philip Reichert, 480 Park Ave., New York 22, 
Secretary. 

AmeErIcAN GyNECOLOGICAL Society, The Homestead, Hot Springs, Va., 
May 25-27. Dr. Andrew A. Marchetti, 3800 Reservoir Rd., N. W., Wash- 
ington 7, D. C., Secretary. 

AMERICAN OPHTHALMOLOGICAL SocieTY, The Homestead, Hot Springs, 
Va., May 28-30. Dr. Maynard C. Wheeler, 30 West 59th St., New York 
19, Secretary. 

AMERICAN Pepratric Socrety, The Inn, Buck Hill Falls, Pa., May 6-8. 
Dr. A. C. McGuinness, 2800 Quebec St., Washington 8, D. C., Secretary. 
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AMERICAN PsycHOsOMATIC Society, Chalfonte-Haddon Hall, Atlantic City, 
N. J., May 2-3. Dr. Morton F. Reiser, 265 Nassau Rd., Roosevelt, N. Y., 
Secretary. 

AMERICAN Socrety FoR INvestTicA tion, Haddon Hall, Atlantic 
City, N.J., May 3-4. Dr. S, J. Farber, 550, Ist Ave., New York 16, 
Secretary. 

AMERICAN SOCIETY OF MAXILLOFACIAL SURGEONS, Palmer House, Chicago, 
May 10-14. Dr. Orion H. Stuteville, 700 N. Michigan, Chicago 11, 
Secretary. 

AMERICAN Palmer House, Chicago, May 25-27. Dr. 
E. P. K. Fenger, 1790 Broadway, New York 19, Secretary. 

ASSOCIATION OF AMERICAN Purysic1ans, Haddon Hall, Atlantic City, N. J., 
May 5-6. Dr. Paul B. Beeson, Yale Univ. School of Medicine, New Haven 
11, Conn., Secretary. 

Froripa Mepicar Association, Americana Hotel, Miami Beach, May 2-6. 
Mr. Ernest R. Gibson, P. O. Box 2411, Jacksonville 3, Managing Director. 

GeorGia, Mepicat Association or, Bon Air Hotel, Augusta, May 17-20. 
Mr. Milton D. Kreuger, 875 W. Peachtree St., N. W., Atlanta, Executive 
Secretary. 

State Mepicar Society, Hotel Sherman, Chicago, May 19-22. 
Dr. Harold M. Camp, 224 S. Main St., Monmouth, Secretary 

Kansas Mepicar Socrery, Jayhawk Hotel, Topeka, May 3-7. Mr. Oliver E. 
Ebel, 315 W. 4th St., Topeka, Executive Secretary. 

Lourstana Stare Mepicar Society, Roosevelt Hotel, New Orleans, May 
4-6. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Executive 
Secretary. 

Massacuvusetts Mepicat Hotel Statler, Boston, May 19-21. Dr. 
Robert W. Buck, 22 The Fenway, Boston 15, Secretary. 

Minnesora State Mepicar Association, Hotel Duluth, Duluth, May 
25-27. Mr. R. R. Rosell, 496 Lowry Medical Arts Bldg., St. Paul 2, 
Minn., Executive Secretary. 

Mississippt State Mepioar Association, Hotel Buena Vista, Biloxi, May 
12-14. Mr. Rowland B. Kennedy, 735 Riverside Dr., Jackson, Executive 
Secretary. 

NATIONAL TUBERCULOSIS AssocriATION, Palmer House, Chicago, May 24-29 
Mrs. Wallace B. White, 1790 Broadway, sew York 19, Secretary. 

New Mexico Mepicar Society, Mission Mote, Las Creces, May 5-7. Mr. 
Ralph R. Marshall, 221 W. Central Ave., Albu, serque, Executive 
Secretary. 

New York, Mepicar Sociery or tHe Or, Hotel Statler, Buffalo, 
May 9-15. Dr. Walter P. Anderton, 386 Fourth Ave.. New York 16, 
Secretary. 

NortH Carouina, Mepicat Soctery or THe Stare or, George Vander- 
bilt Hotel, Asheville, May 3-6. Mr. James T. Barnes, 203 Capitol Club 
Bidg., Raleigh, Executive Director. 

Nortn Dakota Stare Mepicat Association, Prince Hotel, Bismarck, 
May 2-5. Mr. Lyle A. Limond, Box 1198, Bismarck, Executive Secretary. 

Ruopve Istanp Mepicar Society, Providence, May 12-13. Mr. John E. 
Farrell, 106 Francis St., Providence 3, Executive Secretary. 

Socrety OF AMERICAN BacTERIOLOGEsTS, Sheraton Jefferson Hotel, St. 
Louis, May 10-15. Dr. E. M. Foster, University of Wisconsin, Madison 6, 
Wis., Secretary. 

Society ror Peprarric Researcn, The Inn, Buck Hill Falls, Pa., May 8-9. 
Dr. Clark D. West, Children’s Hosp., Cincinnati 29, Secretary. 

Sourn Mepicat Association, Columbia Hotel, Columbia, 
May 12-14. Mr. M. L. Meadors, 309 W. Evans St., Florence, Executive 
Secretary. 

Wisconsin, State Mepicar Socrety or, Hotel Schroeder, Milwaukee, 
May 5-7. Mr. Charles H. Crownhart, P.O. Box 1109, Madison 1, 
Secretary. 


June 


AMERICAN ACADEMY OF TUBERCULOSIS Physicians, Atlantic City, N. J., 
June 6. Dr. Oscar S. Levin, P.O. Box 7011, Denver 6, Secretary. 

AMERICAN CoLLeGe or Cuest Puysicians, Atlantic City, N. J., June 3-7. 
Mr. Murray Kornfeld, 112 E, Chestnut St., Chicago 11, Executive Di- 
rector. 

AMERICAN DERMATOLOGICAL Association, Claridge Hotel, Atlantic City, 
N. J., June 1-4. Dr. Wiley M. Sams, 25 Southeast 2d Ave., Miami, Fla., 
Secretary. 

AMERICAN Diapetes Association, Chalfonte-Haddon Hall, Atlantic City, 
N. J., June 6-7. Dr. E. Paul Sheridan, 1 East 45th St., New York 17, 
Secretary. 

AMERICAN ELECTROENCEPHALOGRAPHIC Society, Claridge Hotel, Atlantic 
City, N.J., June 11-14, Dr. Jerome K. Merlis, University Hospital, 
Baltimore 1, Secretary. 

AmericaAN Geriatrics Socrety, Hotel Traymore, Atlantic City, N. J., 
June 4-5. Dr. Richard J. Kraemer, 2907 Post Rd., Warwick, R. L., 
Secretary. 

AMERICAN Mepicat WoMeEN’s Association, Sheraton Ritz Carlton Hotel, 
Atlantic City, N.J., June 4-7. Miss Lillian T. Majally, 1790 Broadway, 
New York 19, Executive Secretary. 

AMERICAN NEUROLOGICAL AssociATION, Claridge Hotel, Atlantic City, N. J., 
June 15-17. Dr. Charles Rupp, 133 S. 36th St., Philadelphia 4, Secretary. 

AMERICAN OrtTHOPEDIC AssociaTION, Lake Placid Club, Lake Placid, 
N. Y., June 16-18. Dr. Lee Ramsay Straub, 715 Lake St., Oak Park, 
Ill., Secretary. 

AMERICAN Procro.ocic Society, Shelburne Hotei, Atlantic City, N. J., 
June 15-18. Dr. Norman D. Nigro, 10 Peterboro St., Detroit 1, Secretary. 

Mepicat Liprary Association, King Edward-Sheraton Hotel, Toronto, 
Can., June 15-19. Miss Nettie A. Mehne, The Upjohn Co., Kalamazoo, 
Mich., Secretary. 

AMERICAN RHEUMATISM ASSOCIATION, Mayflower Hotel, Washington, 
D.C., June 2-6. Dr. Edward F. Hartung, 580 Park Ave., New York 21, 
Secretary. 


(Continued on page 34) 
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BONAMINE 


brand of meclizine hydrochioride 


‘o prevent Vertigo, nausea, vomiting 
as inthe postoperative patient 


In a study involving 144 patients, Bonamine demonstrated its marked suppressor effect, 

“contributing to the comfort and clinical well-being of patients recovering from 

surgery..." 

“considered solely as an anti-emetic agent... it is equally effective in operations 

involving the body cavity, and in other operations . . .""! dramatically reducing the risk 

of wound disruption, aspiration of vomitus, and dehydration following vomiting. 

Also indicated for vertigo, nausea, vomiting in: cerebral arteriosclerosis « other geriatric 

conditions = pediatric infections » morning sickness « opiate or other drug therapy + 

— therapy, Meniére’s syndrome, fenestration procedures, labyrinthitis » motion 
ess. 

BONAMINE Tablets, scored, tasteless, 25 mg. Boxes of 8, bottles of 100 and 500. 

BONAMINE Chewing Tablets, pleasantly mint flavored, 25 mg. Packages of 8. 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
1. Kinney, J. J.: J. M. Soc. New Jersey $3:128, 1956. 
Trademark 
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Mr. Armand 


Ipano SiaTe Mepicar Association, Sun Valley, June 14-17. 
L. Bird, 364 Sonna Bidg., Boise, Executive Secretary. 

Marne Mepicat Association, The Samoset, Rockland, June 21-23. Dr. 
Daniel F. Hanley, P.O. Box 240, Brunswick, Executive Director. 

Socrety or Biotocicar Psycuiarry, Claridge Hotel, Atlantic City, N. J.. 
June 13-14. Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 
57, Secretary. 

Sourn Dakora Stare Mepicar Association, Sheraton Johnson Hotel, 
Rapid City, June 20-23. Mr. John C. Foster, 300, Ist National Bank 
Bidg., Sioux Falls, Executive Secretary. 

Tne Enpocrine Socrery, Chalfonte-Haddon Hall, Atlantic City, N. J., 
June 4-6. Dr. Henry T. Turner, 1200 N. Walker St., Oklahoma City 3, 
Secretary. 

Wyominc Sravre Mepicat, Association, Jackson Lake Lodge, Moran, 
June 11-14. Mr. Arthur R. Abbey, Box 2036, Cheyenne, Executive 
Secretary. 


August 


West Vircinia Stare Mepicar Association, The Greenbrier, White 
Sulphur Springs, Aug. 20-22. Mr. Charles Lively, P.O. Box 1031, 
Charleston 24, Executive Secretary. 


INTERNATIONAL AND FOREIGN 
October 


CANADIAN SocrETY FOR THE STUDY OF Fertiiry, London, Ont., Canada, 
Oct. 31-Nov. 1. Dr. Jean F. Campbell, 238 Queen’s Ave., London, Ont., 
Canada, Secretary. 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Paris, France, Oct. 19-26. 
Dr. Samuel M. Feinberg, 303 E. Chicago Ave., Chicago 11, Ill, U.S. A., 
President. 

INTERNATIONAL CONGRESS OF Mepicat HyproLocy, 

22-30. For information address: Dr, Francon, 55, 

Paris 8, France. 


Madrid, Spain, Oct. 
rue des Mathurins, 


November 


BanaMas Mepicat Conrernence, British Colonial Hotel, Nassau, Bahamas, 
Nov. 28-Dec. 18. For information write: Dr. B. L. Frank, 23 E. 79th 
St., New York 21, New York, U.S. A. 

INTER-AMERICAN CONGRESS OF RaptoLoGy, Lima, Peru, Nov. 2-8. Dr. 
Jorge de la Flor, Hospital Arzobispo, Loayza, Lima, Peru, Secretary. 
PakistaAN Mepicat ConrerRENCcE, Dacca, East Pakistan, Nov. 23-27. 
Dr. K. S. Alam, 35, Nazimuddin Road, Dacca, East Pakistan, Conference 

Secretary, 


December 


BaHaMas SuRGICAL CoNrERENCE, British Colonial Hotel, Nassau, Bahamas, 
Dec. 29-Jan, 17. For information write: Dr. B. L. Frank, 23 E. 79th St., 
New York 21, New York, U.S. A. 

INTERNATIONAL Leprosy ConGress, New Delhi, India, Dec. 8-14. Dr. 
Dharmendra, Leprosy Research Dept. School of Tropical Med., Calcutta 
12, India, Secretary. 


1959 


February 


CentTRAt Suncicat Association, Montreal, Can., Feb, 19-21. Dr. A. D. 
McLachlin, Victoria Hosp., London, Ontario, Secretary. 

or Univensrry SurGEons, Denver, Colo., Feb. 12-14. Dr. James 
D. Hardy, Univ. Medical Center, Jackson, Miss., Secretary. 


April 


Concress OF INTERNATIONAL ANESTHESIA RESEARCH Society, Miami 
Beach, Fla., U.S. A., Apr. 20-23. Dr. A. William Friend, East 107 & 
Park Lane, Cleveland 6, Ohio, U. S. A., Executive Secretary. 


May 


CONFERENCE ON INTERNATIONAL UNION FOR HEALTH EDUCATION OF THE 
Pusiic, Dusseldorf, Germany, May 2-9. For information address: Secre- 
tary-General, 92, rue St. Denis, Paris 1, France. 


June 


INTERNATIONAL Fertitiry Association, Amsterdam, Netherlands, June 
7-13. Dr. Carlos Nouel, 4 Agnietenstr, Amsterdam, Netherlands, Secre- 
tary-General. 

INTERNATIONAL Hosprrat ConGress, Edinburgh, Scotland, June 1-6. 
Capt. J. E. Stone, 34 King St., London, E. C, 2, England, Secretary- 
General. 


July 


CANADIAN Mepicat Association, Edinburgh, Scotland, July 16-24. Dr. 
A. D. Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 
INTERNATIONAL CONGRESS OF PEDIATRICS, Montreal, Que., July 19-25. 
For information address: Dr. R. L. Denton, 2300 Tupper St., Montreal 
25, Que. 


MEETINGS 


J.A.M.A., Oct. 11, 1958 


INTERNATIONAL CONGRESS OF PLASTIC SURGERY, London, England, July 
13-17. Mr. David Matthews, 152 Harley St., London, W. 1, England, 
Secretary-General, 

INTERNATIONAL CONGRESS OF RADIOLOGY, Munich, Germany, July 23-30. 
Prof. Hans v. Braunbehrens, Frankfurt am Main, Forsthausstrasse 76, 
Germany, General Secretary. 

INTERNATIONAL PSYCHOANALYTICAL ASSOCIATION, Copenhagen, Denmark, 
July 26-30. Miss Pearl King, 37 Albion St.. London, W. 2, England, 
Secretary-General. 


August 


INTERNATIONAL AssOCIATION OF LIMNOLOGY, Vienna & Salzburg, Austria, 
Aug. 20-Sept. 8. For information address: Secretary, Biologische Station, 
Lunz am See, Austria. 

INTERNATIONAL CONGRESS FOR THE HistoRY or ScreNCcE, Barcelona & 
Madrid, Spain, Aug. 30-Sept. 6. Prof. J. Vernet, Universidad de Barce- 
lona, Barcetona, Spain, Secretary-General. 

INTERNATIONAL CONGRESS OF PuHysioLOGICAL SCIENCES, Buenos Aires, 
Argentina, Aug. 9-15. A. O. M. Stoppani, Facultad de Ciencias Medicas, 
Paraguay 2151, Buenos Aires, Argentina. 

INTERNATIONAL CONGRESS FOR SPEECH AND Vorce THerapy, London, 
England, Aug. 17-22. Miss M. Carter, 46 Cannonbury Square, London, 
N. 1, England, Secretary. 

Worip Conrerence ON Mepicar Epucariox, Palmer House, Chicago, 
Ill., U. S. A., Aug. 30-Sept. 4. For information address: Dr. Louis H 
Bauer, 10 Columbus Circle, New York 19, N. Y.. U.S. A. 


September 


CONGRESS OF INTERNATIONAL UNION OF RAILWAY MEDICAL SERVICES, 
Lucerne, Switzerland, Sept. 21-24. Dr. J. Ortega, 13, rue de Chateau- 
London, Paris 10, France, Secretary-General. 

European Conoress or ALLERGY, London, England, Sept. 2-4. For in- 
formation address: British Association of Allergists, Wright-Fleming 
Institute, St. Mary’s Hospital, London, W. 2, England. 

INTERNATIONAL LEAGUE AGAINST RikuMATiIsM, Istanbul, Turkey, Sept. 
18-21. For information write: Prof. Hami Kocas, Medical School, 
Ankara, Turkey. 

INTERNATIONAL TuBERCULOSIS CONFERENCE, Istanbul, Turkey, Sept. 
11-18. Dr. T. I. Gokce, Selime Hatun, Mezarlik Sokak, Taksim, Istanbul. 
Turkey, Secretary-General. 

INTERNATIONAL UNION OF THE MeEpicaALt Press, Cologne, Germany, Sept. 
21-24. Dr. Stockhausen, Secretary of Bundesaerztekammer, Cologne, 
Germany. 

Concress ror Puysicat THerapy, Paris, France, Sept. 6-12. For 
information write: Miss M. J. Neilson, Tavistock House, Tavistock 
Square, London, W. C. 1, England. 


1960 
January 
Pan AMERICAN ConGress OF OPHTHALMOLOGY, Caracas, Venezuela, Jan. 
31-Feb. 7. For information address: Dr. Moacyr, E. Alvaro, 1151 Conso- 


lacao, S40 Paulo, Brazil. 


June 


CANADIAN Mepicat AssociaTion, Banff, Alberta, June 13-17 .Dr. A. D. 
Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 

INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, Madrid, Spain, June 
13-17. Dr. J. Aparicio Garrido, Sandoval 7, Madrid, Spain, Secretary- 
General. 

INTERNATIONAL CONGRESS OF PHysi0-PATHOLOGY OF ANIMAL REPRODUC- 
TION AND ArtiFiciat INSEMINATION, Amsterdam, Netherlands, June 
13-17. Dr. J. Edwards, Milk Marketing Board, Thames, Surrey, England, 
Secretary. 


July 


INTERNATIONAL ConGress AGAINST ALCOHOLISM, Stockholm, Sweden, 
July 31-Aug. 5. Dr. Archer Tongue, Case Gare 49, Lausanne, Switzer- 
land, Secretary-General. 

INTERNATIONAL CONGRESS OF ENDOCRINOLOGY, Copenhagen, Denmark, 
July 18-23. For information address: Dr. Henry H. Turner, 1200 N. 
Walker, Oklahoma City 3, Okla., U.S. A. 

INTERNATIONAL ConGress ON Gorrer, London, England, July 6-8. For 
information write: Dr. John C. McClintock, 149% Washington Ave., 
Albany, N. Y., U. S. A. 

INTERNATIONAL CONGRESS ON OccUPATIONAL HEALTH, Waldorf-Astoria, 
New York, N. Y., U. S. A., July 25-29. Dr. Leo Wade, 15 West 51st St., 
New York, N. Y., U. S. A., Chairman. 


August 


INTERNATIONAL CONGRESS OF CLINICAL CHEMISTRY, Edinburgh, Scotland, 
Aug. 14-19. For information address: Dr. S. C. Frazer, Clinical Labora- 
tory, Royal Infirmary, Edinburgh, Scotland. 

INTERNATIONAL ConGrREsS OF GERONTOLOGY, San Francisco, Calif., 
U.S. A., Aug. 7-14. Mr. Louis Kuplan, 722 Capitol Ave., Sacramento, 
Calif., U. S. A., Executive Secretary. 


(Continued on page 36) 
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| “She was put on 
Ritalin and immediately 
her attitude changed.’™ 


Clinical investigators report 
benefits and safety of 


® 
hydrochloride 
in (methyiphenidate 
hydrochloride CIBA) 
“37-year-old female treated for depression due to breast see page > 79 
cancer (Natenshon, A. L.: Dis. Nerv. System 17:392 (Dec.) 1956.) 


For older patients: 
“,.@ mental awakener.’’* 


clinical investigators report 
benefits and safety of 


® 
= a hydrochloride 
' in (methylphenidate 
hydrochloride CIBA) 
*Ferguson, J. T.: J. A 


. Am. Geri- 
atrics Soc. 4:1080 (Nov.) 1956. 
2/2597~8 Cc I B A SUMMIT, N. J 


see page > 79 


“There are two ways of looking at your condition,—both dark.” 


for habit-induced 


prescribe 


refreshingly flavored 


antacid adsorbent 


fast, lasting relief 


nonconstipating 


contains no laxative 


Formula: Each tablet cr teaspoonful contains: 
Aluminum hydroxide (Warner-Chilcott) 4 gr. 
Magnesium trisilicate (U.S_P.) 7% gr. 
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INTERNATIONAL CoNGRESS OF PuysicaAL MeEpicine, Washington, D. C., 
U. S. A., Aug. 21-26. For information write: Dr. W. J. Zeiter, 2020 
E. 93d St., Cleveland, Ohio, U. S. A. 

INTERNATIONAL Socrety or HEMATOLOGY, Tokyo, Japan, Aug. 25. For 
information write: Dr. Sol Habermann, 3500 Gaston Ave., Dallas, Tex., 
& 

Wor.wp ConGRESS OF THE INTERNATIONAL SOCIETY FOR THE WELFARE OF 
Crippves, New York, N. Y., U. S. A., Aug. 29-Sept. 2. Mr. Donald V. 
Wilson, 701 First Ave., New York 17, N. Y., U. S. A., Secretary-General. 


September 


ConGress OF INTERNATIONAL SocreTy FoR CELL BioLoGy, Paris, France, 
Sept. 7-9. For information write: Prof. Chevremont, 20, rue de Pitteurs, 
Liege, Belgium. 

ConGress OF INTERNATIONAL SocreETY OF ORTHOPEDIC SURGERY 
TrauMATOLOGYy, New York, N. Y., U. S. A., Sept. 7-9. For information 
address: International Society of Orthopedic Surgery & Traumatology, 
34 Rue Montoyer, Brussels, Belgium. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, The Hague, Netherlands, 
Sept. 7-9. For information address: Sosiete Internationale de Crimi- 
nologie, 28 avenue de Friedland, Paris 8e, France. 

INTERNATIONAL ConGREss OF Nutrition, Washington, D. C., U. S. A.. 
Sept. 1-7. Dr. Milton O. Lee, 9650 Wisconsin Ave., Washington 14, 
D. C., U. S. A., General Secretary. 

INTERNATIONAL SOCIETY OF GEOGRAPHICAL PATHOLOGY, London, England, 
Sept. 7-9. Prof. Fred. C. Roulet, 174 Albanrheinweg, Basle, Switzerland, 
Secretary-General. 

Worwp Concress oF ANESTHESIOLOGISTS, Toronto, Ont., Sept. 4-10. For 
information write: Dr. R. A. Gordon, 516 Medical Arts Bldg., Toronto 5, 
Ont. 


1961 


October 


INTERNATIONAL CONGRESS OF NEUROSURGERY, Statler Hotel, Washington, 
. C., U.S. A., Oct. 14-20. Dr. David L. Reeves, 316 W. Junipero St., 
Santa Barbara, "Calif. U. S. A., Editor of Transactions. 


MAGAZINE—TELEVISION REPORT 
—<>— 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the information 
of readers of Tue Journat. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 


Thursday, Oct. 16, 1958 
NBC-TV, 9 p. m. EST. “Behind Closed Doors” tells the story 
of a German rocket scientist rendered a “human vegetable” 
by the Russians through a brain operation. 


Monday, Oct. 20, 1958 
CBS-TV, 8 p. m. EST. “Westinghouse Desilu Playhouse” pre- 
sents “The Case of Dr. Mudd” which reports on the physician 
who unknowingly treated John Wilkes Booth and was sen- 
tenced to life in prison as a “conspirator” in the assassination 
of Lincoln. 


MAGAZINES 


Better Homes and Gardens, October, 1958 
“Let’s Have No More Nonsense About Weight!” by Patricia 
and Ron Deutsch 

The authors’ answer to most overweight problems is just 

a few less calories and a leisurely stroll—not crash diets and 

violent exercise. Dr. Herbert Pollack of the New York Uni- 

versity Postgraduate Medical School says overweight is due 
to two factors: “one is the fact of aging, which begins in 
adolescence; the other is a change in our way of living.” 


MAGAZINE—TELEVISION REPORT 


J.A.M.A., Oct. 11, 1958 


“Should You be Ashamed of Your Youngster’s Diet?” by Ann 

Usher and Donald Cooley 
Individual group studies revealed that only about one-third 
of American youngsters have consistently good diets. One 
of the most appalling facts to come out of nutritional sur- 
veys is that consistently good breakfasts are relatively rare. 
According to the article, a good breakfast gives a built-in 
defense against possible deficiencies in the rest of the day’s 
diet. 


Cosmopolitan, September, 1958 
“Air-Swallowing Distress,” by Lawrence Galton 

A recent report from the University of Pennsylvania Grad- 
uate School of Medicine found that half of all patients seen 
by gastroenterologists have functional, not organic, dis- 
turbances; and a leading cause of these functional disturb- 
ances is air swallowing. The author discusses parkinsonism, 
air ions, excessive sweating, turnip haters, skin rashes, eye 
allergies, and others. 


Family Circle, October, 1958 
“When the Song Left My Heart,” by Gladys Swarthout 

Opera star Gladys Swarthout tells how she underwent a 
serious heart operation to repair damage resulting from un- 
detected rheumatic fever in childhood. Under anesthetic 
for nine hours and on the operating table for six, the singer 
says it is now possible that she may return to the concert 
stage—thanks to modern medical research. 


Journal of Lifetime Living, October, 1958 
“Are Your Medical Bills Too High?” by Peter J. Steincroln, 
M.D. 
Suggestions on ways a patient can obtain full value from 
his doctor’s services are offered. 


“New Help for Your Child’s Eyes.” 
The article relates that there is evidence that the develop- 
ment of acquired nearsightedness can be checked in chil- 
dren by feeding them adequate amounts of animal protein. 


Ladies’ Home Journal, October, 1958 
“I Cut My Weight by 150 Pounds!” by Mac R. Tarnoff 
A 337-lb. “oversized blimp” tells how he lost 150 Ibs. by 
sticking to a strict diet for one year. 


“Later Years Need Not Be Lonely,” 
Hickey 
A nursing home in Camden, Ark., and family-style board- 
ing homes in North Carolina are now making life more 
pleasant for aged citizens no longer able to care for them- 
selves. 


Life, Sept. 29, 1958 
“Health Kick’s High Priest,” by Peter Bunzel 

Vic Tanny, owner of 21 new gyms all over the United 
States, feels that “all our men and women need is regular 
workouts at gyms and they can lick any one’s father.” 
Tanny’s advertising slogan is “Take it off, Build it up, 
Make it firm.” His gyms offer traditional exercises with 
chrome-plated bar bells to strengthen biceps, dumbbells to 
build up backs, specialized leg-press machines, pulley 
jungles, and weighted overhead bars. 


McCall’s, October, 1958 
“The Doctor Talks About Sinus Trouble,” by Dr. Frank J. 
McGowan and McCall’s Board of Medical Advisers 
In this regular monthly series, McCall's specialists review 
the causes of chronic sinusitis and urge early treatment for 
sinus sufferers. 


Saturday Evening Post, Oct. 4, 1958 
“The Pill with the Built-In Surprise,” by Ben Pearse 
According to the article, a new pill, chlorothiazide (com- 
mercially known as Diuril), is saving millions of people 
suffering from edema. The author discusses actual edema 
cases, the way the pill works, and its history. 
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NATIONAL ORGANIZATIONS OF MEDICAL INTEREST 


J.A.M.A., Oct. 11, 


.|Gunnar Gundersen, La Crosse, Wis. 
M. 8S. White, C. 


SOCIETY 
AMERICAN MEDICAL ASSOCIATION... 
Aero Medical Association 
American 
Academy for C meng Palsy. 

Academy of Aller 

Academy of Dermatology « Syphilology 

Academy of General Practice 


William J. Green, Boston 15 
Max Samter, Oak Park, Ill. 
James R. Webster, Chicago 2 
Holland T. Jackson, Fort Worth, 


Tex. 


Academy of Neurology 
Academy of Occupational Medicine... 
Academy of Ophth. & Otolaryn 


Francis M. Forster, Washington 7, D. C. 
.|R. F. Buchan, Newark J. 
Le Roy A. Schall, Boston. 


Academy of Orthopaedic Surgeons. H. Reton McCarroll, St. Louis, Mo. 
Academy of Pediatrics Stewart H. Clifford, Brookline 46, Mass. 
Academy of Tuberculosis Physicians. Matico M. Bueno, New Bedford, Mase... 


Assn. for the History of Medicine Owsei Temkin, Baltimore 5 
Assn. for the Study of Neoplastic Diseases|Roscoe W. Teahan, Philadelphia 
Assn. for the Surgery of Trauma William L. Estes Jr., Bethlehem, ay 
Assn. tor Thoracic Surgery Michael E eacarage Houston, 
Assn. of Anatomists Davenport Hooker, New Haven 11, ‘Con 
Assn. of Blood Banks. 0. B. Hunter, Washington, dD. 
Assn. of Genito-Urinary Surgeons. J. A aylor, ‘New York 
Assn. of Immunologists Joseph E. Smadel, Bethesda 14, Md. 
Assn. of Medical Clinics orge B. Plain, South Bend, Ind. 
Assn. of Neuropathologists L Scharenberg, Ann Arbor, Mich. 
Assn. of Obstetricians & Gynecologists....|William F. Mengert, Chicago 
Assn. of Pathologists & Bacteriologists..../Alan R. Moritz, Cleveland 
Assn. of Plastic Surgeons. Bradford Cannon, Boston 
oe of Railway Surgeons . A. A. Nygood, Chicago 6 

ssn. on Mental Deficiency Charies J. De Prospo, New York 18 


Walter Hoover, Boston 
Johnson MeGuire, Cincinnati 


ho-Esophagological As: 
Clinical & Climatological Assn. 


College of Allergists | Merle W. Moore, Portland 5, Ore 
College of Cardiology |George W. Calver, Washington, D. C 
College of Chest Physic’ ians Burgess L. Gordon, Philadelphia 
College of Gastroenterology |C. Wilmer Wirts, Philadelphia 
College of Obstetricians ri Gynecologists|R. Glenn Craig, San Francisco 


Wilbur, San Francisco 2 
Albany, N. Y. 


College of 


Physicians 
College of 


Preventive Medicine. 


Dwight L 
V. A. Van Volkenburgh, 


College of Radiology |Vincent W. Archer, Charlottesville, Va 
College of Surgeons |William L. Estes, Bethlehem, Pa 
Congress of Physical. Med. & Rehab.........|Donald R. Rose, Kansas City, Kan 
Dermatological Assn. Lamar Callaway, Durham, N. 
Diabetes Assn. ..|Alexander Marble, Boston 
Electrocephalographic Society. lw. Liberson, Northampton, Mass. 
Federation for Clinical Research \Ivan L. Bennett Jr., Baltimore 5 
Fracture Assn. Duncan C. McKeever, Houston, Texas 
Gastroenterological Assn. J. Barborka, Chicago 11 

iatrics H. Cole, 12 

oiter Ass W. H. Cole, Chicag 
Society Lewis Scheffey, Philade Iphia 
Heart Assn {Robert W. Wilkins, New York 
Hospital Assn. {Tol Terrell, San Angelo, Tex 
Laryngological Assn. fom W. Dixon, Cleveland 
Laryng. Rhin. & Otol. Society |\Lawrence R. Boies, Minneapolis. 
Medical Women’s Assn. zabeth S. Kahler, Washington, D. C 
Medical Writers’ Assn lCharles E. Lyght, Rahway, i. 
Neurological Assn. Bernard Alpers, Philade Iphia 39. 
Ophthalmological Society Derrick Vail, Chicago 
Orthopedic Assn C. Leslie Mitchell, Detroit 2. 
Orthopsychiatric Assn Stanislaus Szurek, New York 19. 
Otological Societ: , Boston 15 
Otorhinologic Society Mehoney, Little Rock, Ark. 
Pediatric Society ph Stokes Jr., Philadelphia 
Physicians Art ‘Assn. ..... Gwartney, San Bernardino, Calif. 


Physiological Society atinwe ll Davis, St. Louis, Mo 
xctologie Society ”|Karl Zummerman, Pa 
Psychiatrie Assn Francis J. Gerty, Chicago 12 
Psychosomatic Society ...| Milton Rosenbaum, Roosevelt, N.Y 


look for the new 
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next issue October 20 


i .a plateau type of 
stimulation...’ was obtained* 


clinical investigators report 
benefits and safety of 


Ritalin 


*Natenshon, A. L.: Dis. Nerv. 
Le System 17:392 (Dec.) 1956. 
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SECRETARY MEETING 
F. J. L. Blasingame, 535 N. Dearborn St., Chicago 10 Atlantic City, N. J., June 8-12 
T. H. Sutherland, P! 0. Box 26, Marion, Ohio |Los Angeles, Apr. 27-29 
Ray Rembolt, Univ. Hosps., Iowa City, Ia \ 
Bram Rose, Royal Victoria Hosp., Montreal, ee ‘hicago, Feb. 9-11 
R. R. Kierland, Mayo Clinic, Rochester, Min lei hicago, Dec. 6-11 
Mr. Mac F. Cahal, Volker Blvd. at Brookside, Kansas 
City 12, Mo. |San Francisco, Apr. 6-9 
Joseph M. Foley, Boston City Hosp., Boston |Los Angeles, Apr. 13-18 
4. Blaney, 160i Walnut St., Philadelphia 3 ‘Boston, Feb. 4-13 
L. Benedict, 15 Second St., 8.W. Roc nae. Minn Chicago, Oct. 12-17 
Mr. John K. Hart, 116 S. Michigan Ave., Chicago 3 Chicago, Jan, 24-29 
¢. H. Christopherson, 1801 Hinman Ave., Evanston, IIL jc hicago, Oct. 20 x 
Oscar 8S. Levin, P. 0. Box 7011, Denver 6, Colo. Atlantic City, N. June 6 
|John B. Blake, Smithsonian Institution, Washington 25, D.C. le leveland, May ‘in 23 
|/Bruce H. Sisler, P. O. Box 268, Gatlinburg, Tenn. | 


{William T. Fitts Jr.. 3400 Spruce St., 9g, 4. 


|Hiram T. Langston, 7730 Carondelet Ave., St. uis Los Angeles, Apr. 21-23 
L. B. Fletner, Univ. of Pa. School of Med., Pailadetphia 4 ani Apr. 1-8 
} ohn B. Alsever. 1211 W. Washington, Phoenix, Ariz. ncinnati, O., Nov, 20-22 
William J. Engei, 2020 E. 93rd St., Cleveland 6 poop N. J., Apr. 15-17 
|Caldron Howe, 630 W. 168th St., New York 32 |Atlantic City, N. J., Apr. 13-17 
jJohn R. Har 1216 S.W. Yamhill St., Portland 5, Ore 
|Leon Roizin 2 W. 168th St., New York 32 | 
|E. Stewart Taylor, 4200 East 9th Ave., Denver 20 | 
IHterber L. Holman, 1542 Tulane Ave., New Orleans 12, La.|Boston, Apr, 23-25 
oe Conway, E. 68th St., New York 21 } Dallas, Tex., May 22-24 
Cc. Guy, Stony Island Ave., Chicago 37 |Chicago, Apr. 16-18 
Dayton, P. O. Box 96, Willimantic, Conn 
7. Putney, 1719 Rittenhouse Square, Philade 
Marshal N. Fulton, 124 Waterman St., Providence 6, R 
M. Coleman Harris, 450 Sutter St., San Francisco San Francisco, Mar. 15-20 
Philip Reichert, 480 Park Ave., New York 22 Philadelphia, May 26-25 
Mr. Murray Kornfeld, 112 E. Chestnut x aa 11 
Mr. Daniel Weiss, 33 W. 60th St., New York 2: |New Orleans, La., Oct. 19-25 
C. Ulery, 15 8. Clark St., Chicago 3 Atlantic City, N. J., Apr. 5-9 
iMr. E. R. Loveland, 4200 Pine St., Chicago, Apr. 20-24 
John J. Wright, P. O. Box 12 Chapel H St. Louis, Oct. 29-30 
Mr. W. C. Stronach, 20 N. Wacker Dr., ¢ ie ago & \Chicago, Feb. 6-7 
|Michael L. Mason, 40 E. Erie St., Chicago il 
|Frances Baker, One Tilton St., San Matec lif 
| Wiley M. Sams, Southeast 24 Ave., Miami, Fla Atlantic City, N. J., June 1-4 
\E. Paw Sheridan, 1 East 45th St., New York 17 Atlantic City, N. J., June 6-7 
Jerome K. Merlis, Univ. Hosp., Baltimore 1 Atlantie City, N. J., June 11-14 
Wm. W. Stead, VA Hospital, Minneapolis 17 
|H. W. Wellmerling, 610 Griesheim Bidg., Bloomington, Il 
F. J. Ingelfinger, 65 Newton St., Boston 18 Atlantic City, N. J., June 5-6 
De a J 2907 Post Rd., Warwick, R. I Atlantic City, dune 4-5 
Met Ave., Albany 10, N. Y.\Chieago, Apr 2 
Marchetti, 3800 Reservoir Rd., N.W., Washington7, D.C. | Hot Springs, 25-27 
| Mr. John D. Brundage, 44 E. 23rd St.,’ New York 10 San Francisco, Oct. 24-28 
Edwin L. Crosby, 18 E. Division St., Chicago 10 
James H. Maxwell, Univ. Hosp., Ann Arbor, Mich Hot Springs, Va., Mar. 8-9 
(. S. Nash, 277 Alexander St., Rochester 7, 
_|Miss Lillian T. Majally, 1790 Broadway, New York 19 
Harold Swanberg 10 Maine St., Quincey, Ill 
Charles Rupp. 13. 36th St., Philadelphia 4 Atlantic City, N. J., June 15-17 
M. leele 59th St., New York I! Hot Springs, Va., May 28-30 
Lee Ramsay Straub, 715 Lake St., Oak Park, I Lake Placid, N. Y., June 15-18 
Langer, 1790 Broadway, New York 19 San Francisco, Mar. 30-Apr. 1 
Lawrence R Boies, University Hospital, Minneapolis 14 Hot Springs, Va., Mar. 15-14 
Joseph G. Gilbert, 75 Barberry Lane, Roslyn Heights, N. ¥./Chicago, Oct. 12 
A. C. MeGuinness, 2800 Quebec St., N.W., Washington 8, D.C.) Buck Hill Falls, Pa., May 6-8 
Kurt F. Falkson, 7 E. 78th St., New York 
Ray G. Daggs, 9650 Wisconsin Ave., Washington 14, D. C.| Atlantic City, N. J., Apr. 12-16 
Norman D Nigro, 10 Pete , Detroit Atlantic City, N. J., June 15-18 
H. Hardin Branch, 156 Westminster Ave., Salt — City| Philadelphia, Apr. 27-May 1 
Morton F. Reiser, 265 Nassau Rd., Roosevelt, N Atlantic City, N. J., May 2-3 
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“Now be careful ... The vitamins are in a deodorant jar... The 
cough syrup is in an old shampoo bottle, and the 
aspirin are in a bottle marked poisen!” 
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© 1958, ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 


cin 
Stearate 


(Erythromycin Stearate, Abbott) 


indications: 

In infections caused by staphylococci, 
streptococci (including enterococci) and 
pneumococci. Also, against organisms 
that have become resistant to other anti- 
biotics. ERYTHROCIN should be used 
where patients are allergic to penicillin or 
other antibacterials. 

dosage: 

Usual adult dose is 250 mg. every six 
hours; for severe infections, usual dose is 
500 mg. every six hours. Child's dose may 
be reduced in proportion to body weight. 
supplied: 

In bottles of 25 and 100 Filmtabs (repre- 
senting 100 and 250 mg. of ERYTHROCIN 
activity). Also, in cinnamon-flavored oral 
suspension; 75-cc. bottles. Each 5-cc. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 


® Filmtab — Film-sealed tablets, Abbott; pat. applied for. 
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SAFETY 


antibiotic 


remarkable effectiveness 
against the cocci- 

plus a safety record 
unmatched in systemic 


antibiotic therapy 


Now, after more than six years of extensive 
use, there has not been a single serious 
reaction to ERYTHROCIN. Additionally, the 
, often-met problem of resistance has re- 
{ mained unusually low with ERYTHROCIN. 

Therapeutically, you'll find ERY THROCIN 
highly effective against the majority of coc- 
cal organisms. Where severe viral attacks 
occur, ERYTHROCIN may well be the wea- 


pon to counteract those Ob Gott 
dangerous complications. 


hf 
j | 
| 39 
7 
¢ 
| 
| 
“GT 
TAN 
| 
\ | 
\\ \ 
\' \ — 


blood levels 


Potassium 
Penicillin V 
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White iine on the chari shows the ranges of Filn (as 
COMPOCILLIAG? wie Gray line ahies 
medians. Nota-the high ranges aed averagos 
our, and at Bour. 
Doses of 400 uniis ware administered before - 
time to 40 subjects involved in this study 


NOW, IN BOTH FILMTAB AND ORAL SOLUTION, patients 
get high penicillin V blood levels with COMPOCILLIN-VK. 
Note the chart. Concentrations are three times higher 
than an equivalent dose of potassium penicillin G. 


COMPOCILLIN-VK is indicated whenever you desire 
oral penicillin therapy. In severe infections, oral peni- 
cillin should be supplemented by parenteral therapy 
to obtain the maximum therapeutic response. 


Indications: 

Against all organisms sensitive to oral penicillin 
therapy. For prophylaxis and treatment of complica- 
tions in viral conditions. And as a prophylaxis in rheu- 
matic fever and rheumatic heart disease. 


Dosage: 
Depending on the severity of the infection, the usual 
adult dose is 125 to 250 mg. (200,000 to 400,000 units) 


every four to six hours. For children, dosage may be 
reduced in proportion to body weight. 


Supplied: 

In Filmtabs, representing 125 mg. (200,000 units) of 
potassium penicillin V, bottles of 50 and 100. In 250 mg. 
(400,000 units), bottles of 25 and 100. 


For Oral Solution, COMPOCILLIN-VK comes in dry 
granules for easy reconstitution with water. Cherry- 
flavored, the granules come in 40-cc. and 80-cc. bottles. 
Each 5-cc. teaspoon of solution represents 125 mg. 
(200,000 units) of potassium penicillin V. 


COMPOCILLIN-V® Oral Suspension (Ready-Mixed), 
Hydrabamine Penicillin V, Abbott, comes in 40-cc. 
and 80-cc. bottles. Each tasty, banana-flavored 5-cc. 
teaspoonful represents 180 mg. (300,000 

units) of penicillin V. At all pharmacies. ObSott 
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indications: 
Against a wide range of staphylococcal, 


streptococcal, pneumococcal and entero- 
coccal infections. A drug of choice for 
treating serious infections caused by 
organisms that resist all other antibiotics. 


dosage. 
Administered intravenously. In pneumo- 

coccal, streptococcal and enterococcal 

infections, a dosage of 25 mg./Kg. will 

usually be adequate. Majority of staphy- 

lococcal infections will be controlled by ¢ 
25 to 50 mg./Kg. per day. It is recom- 

mended that the daily dosages be divided 

into two or three equal parts at eight-or 

12-hour intervals. 

supplied: 

In vials containing a sterile, lyophilized 

powder, representing 500 mg. of risto- 

cetin A activity. 


(RISTOCETIN, ABBOTT) 
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provides bactericidal action 
against coccal infections 


ob Gee. 


provides successful short-term therapy 
against endocarditis’ 


provides clinical effectiveness against 
resistant staphylococci and enterococci? 


Now, after almost a year, SPONTIN has proved 
to be an exceptionally valuable agent for treating 
serious coccal infections. 

Some of the outstanding clinical responses 
to SPONTIN therapy involved enterococcal en- 
docarditis, staphylococcal pneumonias and 
staphylococcal bacteremias. These were patients 
who were going downhill steadily—in spite of 
treatment by other antibiotics. 

Results, of course, were not always good. 
Sometimes, the patient was treated with 
SPONTIN too late. Occasionally, there were side 
effects and SPONTIN had to be withdrawn. But 
generally, SPONTIN proved extremely useful and 


many times—lifesaving. Be sure ObGott 
your hospital has it stocked. 

1, Antibiotics Annual, 1956-'57, p. 706. 

2. Antibiotics Annual, 1957-'58, p. 180-7. 
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“Keeping him well with Neohydrin is easier 
for him and us. He doesn’t need extra 
potassium and we don’t worry about elec- 
trolyte imbalance.” 


oral TABLET 


organomercurial Pe © p Fe N° 


diuretic Prescribe NEOHYDRIN (brand of chlormerodrin) in bottles of 50 tablets. 
There are 18.3 mg. of 3-chloromercuri-2-methoxy-propylurea, 
equivalent to 10 mg. of non-ionic mercury, 
in each tablet. 
LAKESIDE 
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now...a specific muscle relaxant 


for relief of the pain—spasm—pain cycle 


(ParaFLex Chlorzoxazonet plus TyLENoL® Acetaminophen) 


in arthritic and rheumatic disorders 


McNEIL |} 


McNEIL LABORATORIES, INC + PHILADELPHIA 32, PA. 
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combines PARAFLEX, an effective low-dosage skeletal muscle relaxant that is specific 
for painful spasm, and TYLENOL, a preferred analgesic for painful musculoskeletal 
disorders. Providing benefits that last for up to six hours, PARAFON is effective on 
the practical dosage of only six tablets daily. Side effects are rare and seldom severe 
enough to warrant discontinuance of therapy. PARAFON relieves pain and stiffness 
and helps improve function in acute and chronic low back disorders such as lumbago, 
acute paravertebral spasm, or sacroiliac strain; osteoarthritis; rheumatoid arthritis; 
traumatic hydrarthrosis; and traumatic muscle injuries. 

supplied: Tablets, scored, pink, bottles of 50. Each tablet contains: PARAFLEX Chlorzoxazone 125 mg.; 


and Tytenot Acetaminophen 300 mg. 
+U.S. Patent Pending *Trademark 


adds the anti-inflammatory action of 
prednisolone to the relief of pain and 
spasm achieved with PARAFON. PARAFON 
WITH PREDNISOLONE is useful in many 
arthritic and rheumatic disorders, such as 
rheumatoid arthritis, rheumatism, myo- 
sitis, neuritis, tenosynovitis, fibrositis, 


bursitis, spondylitis, and osteoarthritis. 

supplied: Tablets, scored, buff colored, bottles 
of 36. Each tablet contains: PARAFLEX Chlorzoxa- 
zone 125 mg., TYLENOL Acetaminophen 300 mg., 


and prednisolone | mg. 
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approaching 
the ideal 
in control of 
severe essential 


hypertension 


“*,.. the ideal hypotensive agent should produce a 
prolonged fall of blood pressure in a large proportion of 
patients . .. without serious side effects and without 

the development of tolerance.”” 


Clinical experience indicates that Methium with Reserpine 
closely approaches these standards. For example, when 
administered for 29 months to 22 outpatients with severe 
essential hypertension, Methium with Reserpine helped 
lower blood pressure significantly in 76°% of these.* 

Age range of the majority (65°) was 41-50 years. 

Side effects were mild and, in general, easily controlled. 
No cases of tolerance developed. 


REFERENCES: 1. Cecil and Loeb: Textbook of Medicine, 9th Ed.; 
W. B. Saunders Co., Phila.; p. 1257. 2. Lindauer and Hafkenschiel: 
Hexamethonium Chloride with Reserpine in the Treatment of 
Severe Essential Hypertension; Angiology; 9:1 (Feb.,) 1958. 


Methium 


BRAND OF HEXAMETHONIUM CHLORIDE 
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MEDICAL 
DIRECTORY 


ie HERE YOU WILL FIND 
COMPLETE AND 


AUTHORITATIVE 

STATISTICS AND 
INFORMATION 

ABOUT ALL THE 

PHYSICIANS 

THE 

UNITED STATES 

AND CANADA 


COMPLETE DATA ON “~om PRICE 


MAKE SURE OF COUP 

COUPON—NOW 535 N. DEARBORN ST. 


CHICAGO 10, ILL. 


Ad 
Gentlemen: 


Enclosed is my remittance of $ 
for one copy of the 20th Edition of the A.M.A 


Directory. 
NAME 

ADDRESS 


ZONE STATE 


\ T 
——_ es Brings you over 100,000 changes of address since the 1956 (19th) Edition, with 
FA SS data on an additional 19,000 new physicians. Also thousands of other changes 
ZZ SS in specialties and certifications by the Examining Boards for Medical Specialties. 
ASS 
yj 
AMER, 
| 
$35.00 
$38.00 
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J.A.M.A., Oct. 11, 1958 


Heinrich Hertz 


We celebrate this year [1957] the hundredth anniversary 
of the birth of Heinrich Rudolf Hertz, born February 22, 
1857, in Hamburg. In his tragically short life of 37 years 
this brilliant, gentle man brought the era of “classical” 
physics to a glorious culmination. It was his insight into the 
meaning of the Maxwell theory of electricity and magnetism, 
leading to his discovery of radio waves, that opened up the 
great spectrum of waves other than light, which has been 
explored so rewardingly by physics and exploited in a thou- 
sand ways by modern technology. . . . He was the first to 
observe the phenomenon of the photoelectric effect, but he 
could not recognize what it meant. Hertz died on the very 
eve of the birth of modern physics. The discoveries of 
X-rays, radioactivity and the electron came within three 
years after his death. . . . Fond of working at bench and 
lathe and of building instruments, living in the blossoming 
time of the machine industry, young Hertz felt impelled to 
a career as an engineer, but as his schooling advanced he 
came to the sure conclusion that he could be happy only 
in science. . . . In the fall of 1878 [he] enrolled in the 
University of Berlin, then perhaps the center of science on 
the Continent. There he became a student of the great 
Hermann von Helmholtz. He won the master’s attention at 
once. Helmholtz wrote: “I saw here that I had to deal with 
a pupil of quite unusual talent; and when . . . it fell to me 
to propound to the students a subject of physical research 
for a prize, I chose one in electromagnetics in the belief 
that Hertz would feel an interest in it, and would attack 
it, as he did, with success.” . . . 

The genius of James Clerk Maxwell had formulated a 
complete electromagnetic theory, summed up in compact 
and elegant differential equations. But the theory was diffi- 
cult for the time. . . . Hertz wrote of Maxwell’s theory: 
“On account of the difficulty of the theory the number of 
its disciples at first was necessarily small. But everyone 
who studied it thoroughly became an adherent, and forth- 
with sought diligently to test its original assumptions and 
its ultimate conclusions.” . . . Hertz told his lecture audi- 
ences in his wonderful popular exposition of Maxwell’s 
theory: “I am here to support the assertion that light of 
every kind is itself an electrical phenomenon—the light of 
the sun, the light of a candle, the light of a glowworm.” 
In our day of the ubiquitous television aerial and the radar 
dish, it is hard to place ourselves back in that time—when 
light waves seemed to have not the remotest connection 
with the Leyden jars and the other paraphernalia of the 
electrical laboratory. But on the well-laid foundations of 
Maxwell’s equations Hertz proceeded to build a bridge 
between them. 

His design for testing the theory was simply to generate 
waves by electrical means and to show that these waves 
would travel through the “ether” in the same way and with 


the same speed as light. Generation of such waves should be 
no great problem. It was well known that the electrical dis- 
charge from a Leyden jar was not a one-way current but 
a rapid oscillation. . . . Hertz reasoned that such oscillations, 
if propagated through the “ether,” ought to be detectable 
by a resonant receiver some distance away from the trans- 
mitting source. .. . 

Hertz’s first historic experiment took place in the physics 
lecture hall at Karlsruhe. He set up his transmitter at one 
end of the hall, his receiver at the other end, and in the 
darkened hall he glued his attention to the receiver's spark 
gap. And lo! tiny sparks flashed there the instant the distant 
transmitter was turned on. The sparks were only a few 
thousandths of an inch long and lasted no more than a 
microsecond, but the human eye is a most sensitive receiver. 
Hertz wrote: “In a perfectly dark room [the sparks] are 
visible to an eye which has been well rested in the dark.” 
Here, then, were electromagnetic waves other than light, 
traveling through the “ether” as light did. How to prove 
that the new waves were like light waves? Time was the 
essence: did these waves move with light’s speed? . . . 
Hertz had no oscilloscopes, no electronic tubes of any kind— 
in short, no means of measuring the velocity of his waves 
directly. Instead, he measured their wavelengths, and in this 
way confirmed Maxwell’s calculations. Hertz made these 
measurements by studying the interference between direct 
waves and returning waves reflected from a zinc-covered 
wal. acting as a mirror. 

More convincing were his experiments showing that his 
electrical waves behaved like light waves in various con- 
texts. He focused his waves with big mirrors of galvanized 
sheet; he refracted them with large prisms made of coal-tar 
pitch; he found that a tinfoil screen, or the body of his 
assistant, cast a “shadow” when placed in the path of the 
electrical rays. But oddly, only conducting materials cast 
such a shadow; insulators did not stop the ray. Hertz wrote: 
“It passes right through a wooden partition or door, and it 
is not without astonishment that one sees the sparks appear 


inside a closed room.” . . . The importance of Hertz’s work 
was recognized immediately. Honors poured in upon him 
from all over Europe. . . . Physicists began to look into the 


new regions of the electromagnetic spectrum which Hertz 
had widened so dramatically, and some of them soon fore- 
saw practical uses for the Hertzian waves. In 1892 Sir 
William Crookes wrote of the possibility of communication 
with Hertzian waves, and Guglielmo Marconi, inspired by 
reading Hertz’s own account of the waves, sent his first 
wireless messages in 1895, only nine years after Hertz’s 
laboratory discovery. But Hertz himself, strangely enough, 
showed no prescience about possible uses of his waves; he 
even argued that they could: not be of any practical use.— 
Philip and Emily Morrison, Heinrich Hertz, Scientific Amer- 
ican, December, 1957. 
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Cop 


CONCENTRATE TA BLE TS 


Taste as good as candy and provide the average daily requirements 
of vitamins A and D—PLEASANTLY and ECONOMICALLY. 

Each tablet contains vitamins A and D equivalent to one teaspoon- 
ful of U.S.P. cod liver oil. Bottles of 100 and 240 tablets. 
WHITE’S COD LIVER OIL CONCENTRATE CAPSULES 

—whenever high potency A and D vitamins are required. Each small capsule 
provides 12,500 units of Vitamin A and 1,250 units of Vitamin D. 

Bottles of 40 and 100 capsules. 


Also available: WHITE’S COD LIVER OIL CONCENTRATE DROPS 
Bottles of 6, 30, and 50 cc., with dropper. 


WHITE LABORATORIES, INC. Kenilworth, N. J. 
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Rarical 


iron-calcium TABLETS 


a unique new compound, ferrous calcium citrate, with tricalcium citrate 


- iron and calcium in one molecule 


* raises hemoglobin rapidly 
- white, uncoated tasteless tablets 


also available: Rarical with Vitamins 
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butabarbital sodium 


Basically sound, a community asset, he is too tense and nervous to function at 
maximum efficiency. 


In common anxiety-tension states, BUTISOL® has been found to produce “‘satis- 
factory daytime sedation...with minimal occurrence of untoward reactions.’’! 


And BUTISOL does not distort the basic character—it helps the patient adjust to 
the pressures of an uncertain world and function near a normal level of efficiency. 


BUTISOL sodium?” has a predictable, known action 
TABLETS ¢ REPEAT-ACTION TABLETS e ELIXIR e CAPSULES 


1. Grossman, A. J.; Batterman, R. C., and Leifer, P.: Fed. Proc. 17:373 (March) 1958. 


McNEIL LABORATORIES, INC. ¢ PHILADELPHIA 32, PA. 
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the original meprobamate, 
so widely accepted as a 
tranquilizer and muscle 
relaxant, is available both 
as and as... 


400 mg. unmarked, sugar-coated meprobamate tablets, 
unidentifiable by the patient. 


“WALLACE LABORATORIES, New Brunswick, N. J. 


CMT. 7605-98 TRADE-MARK 
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j U.S. PAT. NO. 2.781.408 


Y Tetracycline Phosphate Complex 
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introduce 


unnecessary 
drug 
tetracycline therapy? 


provides tetracycline with intrinsic potency 
requiring no extrinsic potentiator 
—‘“peak-high” serum levels 
—clinical effectiveness documented by reports of 1018 cases 


Dosage forms for convenient oral or intramuscular administration 
-available for your prescription at all leading pharmacies 


Comprehensive literature available on request 


BRISTOL LABORATORIES INC. 
SYRACUSE, N. Y. 
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nasal decongestion by oral therapy 
—a growing medical concept 


A decongestant taken by mouth reaches all the 
membranes of the upper respiratory tract. Thus 
an oral decongestant has the ability to shrink all 
the nasal and sinal tissues rather than a part of 
them as in the case of sprays, drops, and conven- 
tional topical administration.* 


Further, oral therapy is not likely to cause re- 
bound congestion, avoids nose drop addiction 
and eliminates the possibility of nasal pathology 
following local overtreatment. 


Triaminic provides an orally effective sympatho- 
mimetic agent and two antihistamines for im- 
proved decongestant action. It is widely used for 
prompt and prolonged relief in colds, sinusitis, 
nasal allergies and postnasal drip. 


Triaminic Tablets, a unique oral nasal decon- 
gestant, provide the extra advantage of pro- 
longed relief because of their timed-release form. 
‘Triaminic Tablets stop running noses, open 
stuffed noses, provide relief for 6 to 8 hours. 


first —the outer layer disin- 
tegrates within minutes to 
provide 3 to 4 hours of relief 


then —the Inner core 
releases its Ingredients 
to provide 3 to 4 

more hours of relief 


Each timed-release TRiaMINiCc Tablet provides: 
Phenylpropanolamine HC1 . 
Pheniramine maleate . 
Pyrilamine maleate 


50 mg. 
25 mg. 
25 mg. 


Dosage: | Tablet in the morning, mid-afternoon, and eve- 
ning, if needed. To be swallowed whole to preserve the timed- 
release action. 


Also available for those patients who prefer a liquid medica- 
tion: delicious, non-alcoholic Triaminic Syrup; for the occa- 
sional patient who needs only a half dose of timed-release 


medication: TRIAMINIC JUVELETS. 


*Proetz, A. W.: Applied Physiology of the Nose, Second Edition, St. Louis, 
Annals Publishing Company, 1953. p. 389. 
Fabricant, N. D.: The Eye, Ear, Nose & Throat Monthly 37:460 (July) 1958. 
Morrison, L. F.: Arch. Otolaryng. 59:48 (Jan.) 1954. 


timed-release 
tablets 


Sip running noses a. &. and open stuffed noses orally 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska « Peterborough, Canada 
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involves both muscles and joints 


THE FIRST MEPROBAMATE-PREDNISOLONE THERAPY 


relieves both painful muscle spasm 


and disabling joint inflammation 


MEPROLONE is the first antirheumatic-antiarthritic designed to relieve simultaneously painful 
muscle spasm, joint inflammation and swelling, physical distress . . . to help prevent disability 
and accelerate return of normal function. 


SUPPLIED: Multiple Compressed Tablets: MEPROLONE-1—1.0 mg. prednisolone, 200 mg. meprobamate and 200 mg. dried aluminum 
hydroxide gel (bottles of 100). MEPROLONE-2—provides 2.0 mg. prednisolone in the same formula as MEPROLONE-1 (bottles of 100). 
Meprolone is a trademark of Merck & Co., Inc. 


Mo} MERCK SHARP & DOHME vision of MERCK & CO., INnc., Philadelphia 1, Pa. 
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FAST-ACTING ORAL BROAD-SPECTRUM THERAPY. The modern blue and yellow 
ACHROMYCIN V Capsules, combining equal parts of pure crystalline ACHROMYCIN Tetracycline HCI and Citric Acid, provide 
unsurpassed oral broad-spectrum therapy. 


Speed of absorption adds new emphasis to the benefits of true broad-spectrum action, minimum side effects and wide range 
effectiveness that have established ACHROMYCIN as an antibiotic of choice for decisive control of infection. 


REMEMBER THE WHEN SPECIFYING ACHROMYCIN V. new dive and yellow 


capsules (sodium-free)—250 mg. with 250 mg. citric acid, and 100 mg., with 100 mg. citric acid. 


ACHROMYCIN V dosage; Recommended basic oral dosage is 6-7 mg. per Ib. body weight per day. In acute, severe infections 
often encountered in infants and children, the dose shouid be 12 mg. per |b. body weight per day. Dosage in the average adult 
should be 1 Gm. divided into four 250 mg. doses. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederie) 
*Reg. U.S. Pat. Off. 
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hands-off 


“Meti' steroid skin benefits | 


¥ 


inetant, cooling relie/ from itching and burning. 


broad, uniform coverage even on hirsute, hard-to-reac/ 


skin eurfaces...no rub-in contamination 


@nd irritation...no messy, wasteful residue 


water washable, virtually invisibi 


.plus the advantages of wide-range antibacterial action. 


Pormula—Each spray dispenser 
and 50 mg. of heomycin 
approximately 0.5 rag. each of predni 


sufficient to cover an 


Meti,? brand of corticoste: vids. 


SCHERING CORPORATION 


Packaging MET!- 


contains 60 mg 


iifate, A o-secor 


of prednisolone 


igpray del 


solone and neomycin, an am t 
area about the site < he 
Denm® with Neomycin Acroso! 


160 Gm. 


FIELD 


pray container. 


NEW JERSEY 
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Oatmeal 


Quaker Oats and Mother’s Oats, 
the two brands of oatmeal offered 
by The Quaker Oats Company, 
are identical. Both brands are 
available in the Quick (cooks in 
one minute) and the Old-Fash- 
ioned varieties which are of equal 
nutrient value. 


Merits 
Preterence 


The large number of breakfast cereals available may 
well give the erroneous impression that they are all 
more or less alike, and that the choice of one over the 
other is merely for the sake of variety. 


Nothing could be further from the truth. 


Oatmeal merits its position as a breakfast cereal 
widely recommended by physicians because it presents 
notable advantages. 


First, oatmeal is known to provide more good qual- 
ity protein than any other whole-grain cereal. 


Next, oatmeal requires no fortification; it ranks 
highest among whole-grain cereals in thiamine and is 
significant in its content of other B vitamins and im- 
portant minerals. 


Just as important to the physician who prescribes 
a cereal food is oatmeal’s inviting warmth, its delicious 
nut-like flavor, its ease of digestion, and the ready avail- 
ability of its contained nutrients. Whether it be for an 
infant’s first solid feeding...for the geriatric patient... 
for patients with gastrointestinal problems...and in 
many other situations, oatmeal makes a real contribu- 
tion to the day’s nutritional needs. 


The Quaker Oats Ompany 


CHICAGO 
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gastrountestinal 


dysfunction 


Miltown® ¢# anticholinergic 


Milpath acts quickly to suppress hypermotility, 
hypersecretion and spasm, and to allay anxiety and 


tension. The loginess, dry mouth and blurred vision 


so characteristic of some barbiturate-belladonna 


combinations are minimal with Milpath. 


Formula? each scored tablet contains: n eprobamate 400 mg., tridihexcthy] iodide 235 age 


Dosage? tablet t.i.d. with meals and 2 tablets at bedtime. 


Wal WALLACE LABORATORIES 
New Brunswick, N. J. 
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Serum lipids and thyroid medication Recognition of the significant relation 


between serum lipids and atherosclerosis has resulted in a new interest in the role 


of hormones in this picture. Desiccated thyroid may reduce serum lipid levels remark- 


ably in many patients without appreciable weight change, as reported by Strisower and 


co-workers.* Daily dosage ranged approximately from 3 to 5 grains. The authors con- 


clude that treatment with desiccated thyroid need not produce adverse effects such as 


undesired weight loss or an increased metabolic rate. *Strisower, B., et al.: Lancet 1:120, 1957. 


thyroid 


unsurpassed in quality / for 
consistent response / full potency 
up to 17 years of storage 


SPECIFY 
ARMOUR THYROID 
in 1/4, 1/2, 1, 2 and 

THE ARMOUR LABORATORIES A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 5 grain strengths 
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Compazine’ controls 
nausea and vomiting 


¢ hypotension is minimal and infrequent 


¢ alerting effect, seen in many patients, 
facilitates early ambulation and 
shortens convalescence 


For immediate effect: 2 cc. Ampuls and 10 cc. 
Multiple dose vials, 5 mg,./cc. Also available: Tablets, 


Spansulet sustained release capsules, Suppositories 


and Syrup. 


Smith Kline & French Laboratories, Philadel; 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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GLUCOSAMINE POTENTIATED TETRACYCLINE 


CAPSULES ORAL SUSPENSION NEW! PEDIATRIC DROPS 


(black and white) (orange-flavored) (orange-flavored) 5 mg. per drop, 
250 mg., 125 mg. 125 mg. per tsp. (5 cc.), 2 oz. bottle calibrated dropper, 10 cc. bottle 


COSA-TETRASTATIN* CAPSULES (black and pink) 250 mg. Cosa-Tetracyn, 
(with 250,000 u. nystatin) 
glucosamine potentiated tetracycline with nystatin 


monilial superinfection Tetracyn, (with 125,000 u. nystatin), 2 oz. bottle 


REFERENCES: 1. Carlozzi, M.: Ant. Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, W. W., and Staffa, A. W.: Ant. 
Med. & Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and Bartlett, G. R.: Glucosamine and Leukemia. Proc. Soc. Exp. Biol. 
& Med. 84:41, 1953. 4. Shalowitz, M.: Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 1958. 6. Corn- 
bleet, T.; Chesrow, E., and Barsky, S.: Ant. Med & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., Bamford, J., and 
Bradley, W.: Ant. Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958. 
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—thank you, doctor 


Proven in research 

1. High tetracycline serum levels 

2. Consistently elevated serum levels 

3. Well-tolerated, physiologic potentiation 


And now in practice 
4. Rapid clinical response 
5. Unexcelled toleration 


Science for the world’s well-being 


PFIZER LABORATORIES 
Div., Chas. Pfizer and Co., Inc. 
Brooklyn 6, New York 
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NOTABLY SAFE AND EFFECTIVE 
INHALATION ANALGESIA 


University 


With the “Duke” University Inhaler, “Trilene” analgesia can be self- 
administered by the patient, adult or child, under medical super- 
vision, with a relatively wide margin of safety. Induction of analgesia 
is usually smooth and rapid. Inhalation is automatically interrupted 
if unconsciousness occurs. Outpatients can generally leave the doc- 
tor's office or hospital within 15 to 20 minutes. 


In Obstetrics .. . Self-administered “Trilene” will usually give effec- 
tive relief of pain throughout labor and, for delivery, it may be em- 
ployed in association with pudendal block or low spinal anesthesia. 


In Pediatrics ... The “Duke” University Inhaler is so easy to operate 
that even a child can administer his own “Trilene” analgesia. 


In Surgery .. . With “Trilene,” self-administered, many so-called 
“minor” yet painful procedures such as biopsies, suturing of lacera- 
tions, and reduction of simple fractures can be performed without 
discomfort to the patient. 


“Trilene” is not recommended for anesthesia nor for the induction 
of anesthesia. Epinephrine is contraindicated when “Trilene” is 
administered. “Trilene” is nonexplosive; nonflammable in air. 


is available in 300 cc. containers. 


_“Trilene” 


“‘Trilene 
¢ lessens pain 
¢ dispels fear 
¢ increases patient cooperation 


~ 


New N. Y. « Montreal, Canada 


$717 


Ayerst Laboratories make ‘‘Trilene” available in the United States by arrangement with 
Imperial Chemical Industries Limited. 
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Affords keratin-dispersing action': Kerato- 
lytic, removes nonviable tissue, promotes 
healing. 


Successful results ranging to complete 
clearing obtained?“ in patients with: « scalp- 
to-toe psoriasis »« psoriasis of many years’ 
duration = psoriasis involving tender areas. 
Treatment-fastness rarely occurs: Recurren- 
ces (when treatment is discontinued) clear 
up again on resumption of therapy. 


Well tolerated: Even when applied to lesions 
in anogenital and submammary regions.? Po- 
tential hazards of other therapies - mercury, 
arsenic, corticosteroids, x-rays-are avoided. 
A noteworthy advance cosmetically: Non- 
greasy, nonstaining; vanishes on application 
to the skin. May be used freely on the scalp. 
Application: Rub into lesions 2 to 4 times 
daily as indicated. Where heavy scaling or 
crusting occurs, the usual bath, to soften and 


OTION 


facilitate removal of scale, is recommended 
before applying lotion. 


Residual redness and pigmentation may re- 
main up to several months but will eventually 
disappear. Once the condition is under control, 
daily to weekly application may prove satis- 
factory for maintenance. 


In some cases, a seeming excessive scaling 
and drying may occur during therapy. This 
is an occasional phase of the healing process 
and usually precedes improvement. Patients 
should be advised of this and encouraged to 
continue therapy. 


Formula: Allantoin 2% and special coal tar 
extract 5% in a lotion base. 


Supplied: Bottles of 8 fl. oz. 


(1) Flesch, P: Reported Conf. N. Y. Academy Science May 9, 1958 
(In Press). (2) Bleiberg, J., and Saltzman, J. A.: Clin. Med. 
5:485 (Apr.) 1958. (3) Bleiberg, J.: Reported Conf. N. Y. Academy 
Science May 9, 1958 (In Press). (4) Clyman, S. G.: Reported Conf. 
N. ¥. Academy Science May 9, 1958 (In Press). *Trademark 
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for example... 


IN CARDIAC CONDITIONS 


ATARAX is anti-arrhythmic. In addition to producing 
tranquilization, ATARAX “restored and then maintained 
normal sinus rhythm” in 30 patients with cardiac arrhyth- 


mias.! 


IN ALLERGIC REACTIONS 


ATARAX is antihistaminic. Tranquilizers usually have 
an equivocal effect on allergic disease; ATARAX appears to 
be an exception.? Feinberg reports “striking results” in 15 
out of 17 patients with chronic urticaria that cannot be 
attributed to calming action alone.” To date, over 649 cases 
of allergic dermatoses have responded favorably to 


IN GASTRIC DISTURBANCES 


ATARAX is anti-secretory.* Both emotional and physical 
aspects of certain gastric disorders are aided by ATARAX. 


ATARAX 


FOR MORE THAN ATARACTIC ACTION 


posace: Adults, one 25 mg. tablet or 1 tbsp. “vTap q.i.d. 1. Burrell, Z. L., et al.: Am. J, Cardiol. 1:624 (May) 1958. 
i J. Allergy 29:358 (July) 1958. 3. 


2. Feinberg, A. R.. et al.: J. 
Children, 1-2 10 mg. tablets or 1-2 tsp. syrup ti. Eisenberg, B. D.: Clin. Med. $:097 Ululy) 1958. 4. Robincon, 


surPuiep: Prescription only. Tablets, 10 mg., 25 mg., and H. M., Jr., et al.: South, M. J. $0:1285 (Oct.) 1957. S. Strub 
100 mg., bottles of 100. Syrup, int bottles. Parenteral 6. Schaller Gaz. des Hopi. 
Solution, 10 cc. multiple-dose taux No. 10:391 (Apr. 10) 1957. 


NEW YORK 17, N. Y. 
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Quarity /RESEARCH /iINTEGRITY 


improves 86% of patients treated for premenstrual tension 


‘Ultran’ quickly allays anxiety, and patients tension headache, and senile agitated states, 
with premenstrual tension often improve. are similarly benefited. Your therapy for the 
Many other clinical conditions associated with “whole patient”? may be more effective when 
anxiety, such as insomnia, neurasthenia, psy- you include ‘Ultran’ in the regimen. 
chosomatic illnesses, emotional instability, Pulvules of 300 mg.; usually 1 t.i.d. 
menopause, anxiety states, pain (adjunct), | Tablets of 200 mg.; usually 1 q.i.d. 

*Ultran’ (Phenaglycodol, Lilly) 


LILY COMRAN TY INDIANAPOLIS 6, INDIANA, U.S.A. 


874094 
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CONTROL OF ACCIDENTAL POISONING—A PROGRESS REPORT 


Howard M. Cann, M.D., Dorothy S. Neyman 
and 
Henry L. Verhulst, M.S., Washington, D. C. 


LMOST five years have elapsed since the 
first poison control center in the United 

A States was established in the city of Chi- 

cago. During this period a number of 
developments have contributed to progress against 
accidental poisoning. 

Probably the most noteworthy of these develop- 
ments is the realization by the medical profession, 
especially by pediatricians, that accidents consti- 
tute a major health problem. This recognition is 
shown by activity in research, clinical medicine, 
and public health. Progress in treatment of acci- 
dental poisoning, morbidity data from poison con- 
trol centers, and prevention aspects of the problem 
will be presented in this paper. 


Research in Treatment 


Better understanding, recognition, and manage- 
ment of poisoning have followed the increasing re- 
search in recent years. We wish to mention a few 
findings pertinent to accidental poisoning. 

Artificial Kidney and Exchange Transfusion.—The 
artificial kidney has been used with promising 
results for treatment of severe poisoning from sali- 
cylates, barbiturates, and glutethimide (Doriden), 
as well as intoxication from bromides and _thio- 
cyanates, and for treatment of acute renal failure 
from poisoning by nephrotoxic substances, such as 
carbon tetrachloride and mercuric chloride.’ Ex- 
perience with hemodialysis in some centers has 
been such that specific indications for this pro- 
cedure have been proposed. The lack of experi- 
enced hemodialysis tearas limits the wider use of 
this procedure for the treatment of acute poison- 


Accidents constitute a major health prob- 
lem, and the prevention of accidental poison- 
ing is an important phase of it. There are 
now, in the United States, 200 centers 
actively working on the prevention of deaths 
from this cause. Their functioning is illustrated 
by three case histories. A total of 3,926 
cases of actual or potential poisoning have 
been reported to the National Clearinghouse 
for Poison Control Centers and are here 
analyzed. Ingestion of medicine accounted 
for 55% of these cases, the most frequently 
ingested medicine being acetylsalicylic acid. 
Data on 7,023 deaths due to accidental 
poisoning have also been analyzed by the 
U. S. National Office of Vital Statistics; they 
show that the importance of salicylate as a 
poison declines in the older age groups and 
that in the national experience barbiturates 
caused 50% of all accidental deaths from 
drugs. Research has led to the development 
of new drugs and new methods of treat- 
ment, Poison control centers supply up-to- 
date information on treatment and toxicity 
to physicians and are in a position to en- 
courage education and research as part of 
the program of prevention. The private 
physician must play an important role not 
only in the treatment of accidental poisoning 
but also in its prevention. 


From the Nationa! Clearinghouse for Poison Control Centers, Accident Prevention Program, Public Health Service, U. S. Department of Health, 


Education, and Welfare. 


Read before the Section on Pediatrics at the 107th Annual Meeting of the American Medical Association, San Francisco, June 25, 1958. 
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ings, especially for the management of children. 
More centers with personnel well trained in the use 
of the artificial kidney are developing, and we hope 
that this procedure will be applied more frequently 
to children and may be expanded to treat poisoning 
by many more toxic substances than those men- 
tioned above. 

Exchange transfusion also is being emploved in 
the management of acute poisoning in children— 
especially in the treatment of severe salicylism.’ 
The results seem promising, but more experience 
is needed for evaluation. In addition to salicylate 
intoxication, boric acid, isoniazid, sodium nitrite, 
and iron poisoning have been treated in this manner. 

We would like to see further investigation with 
not only the artificial kidney and exchange trans- 
fusion but also intermittent peritoneal lavage * and 
the ion-exchange resin “kidney” * so that criteria 
for such therapy will become better established 
and factors for selecting the method of dialysis fur- 
ther defined. 

Bemegride.—Continued search for antidotes has 
produced some drugs which must be mentioned. 
The controversy concerning the treatment of bar- 


biturate intoxication—supportive and symptomatic. 


treatment versus analeptic therapy—is well known. 
British workers have reported that bemegride (3- 
ethyl-3-methylglutarimide ) has a seemingly direct 
antagonism to barbiturates,” but more recent stud- 
ies have failed to confirm such action. The drug is 
apparently an analeptic with a high therapeutic 
index, the effects being more rapid in onset than 
those of picrotoxin.® British investigators now feel 
that the drug is safe and report clinical antagonism 
to not only barbiturates but also many nonbarbi- 
turate hypnotics.’ Schreiner and co-workers * have 
demonstrated functional antagonism of this drug 
to glutethimide clinically and recommend its use 
in moderate and severe glutethimide intoxication. 
Studies also have been carried out with bemegride 
incorporated into barbiturate capsules. 

Whether or not this drug is as effective as its 
proponents believe, its introduction may have im- 
proved therapy of barbiturate poisoning by stimu- 
lating proponents of supportive and symptomatic 
management to action. Recent studies suggesting 
the superiority of supportive therapy, that is, sup- 
port of depressed respiration and circulation, pro- 
vision of maintenance fluids and electrolytes, and 
close observation and good nursing care, are im- 
pressive.” 

Tranquilizer Intoxication.—The tranquilizers are 
in wide use today, and, as is to be expected with 
such a widely used group of drugs, the problem 
of poisoning from accidental or intentional over- 
dosage has appeared. It now appears that large 
doses of chlorpromazine hydrochloride are capable 
of producing convulsions in certain individuals,° 
in addition to central nervous system depression. 
Methylphenidate (Ritalin) hydrochloride, a central 
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nervous system stimulant, has been used in cases 
of coma caused by overdosage of chlorpromazine, 
meprobamate, or other tranquilizers.'° Although we 
have reservations about using any central nervous 
system stimulant to treat intoxication by a drug 
capable of producing convulsions (such as chlor- 
promazine ), further reports concerning the effec- 
tiveness of methylphenidate in treating acute tran- 
quilizer-agent intoxication are to be awaited with 
interest. 

Edathamil Calcium-Disodium.—The chelating 
agent, edathamil calcium-disodium, (Ca-EDTA) 
should be mentioned. To date this drug is the best 
agent against lead poisoning available, but its use 
has not significantly reduced mortality from lead 
poisoning in children.'' A period of 48 to 72 hours 
of administration of this drug is usually required 
to reduce to less toxic levels potentially lethal con- 
centrations of lead present in the tissues. It is in 
this period, after the onset of symptoms, that most 
deaths from acute lead encephalopathy occur. 

It would appear that the incidence of neurologi- 
cal sequelae from lead poisoning may have been 
reduced by edathamil calcium-disodium therapy, 
but in children there is no substitute for prevention 
of exposure to lead and the early diagnosis of lead 
poisoning. Investigation for lead poisoning should 
be done in any child under the age of 5 years with 
a history of pica and present complaints of gastro- 
intestinal symptoms, behavior change, or convul- 
sions without a previous convulsive history. 

Anticholinesterase Intoxication.—Possibly the most 
exciting work has taken place in the area of anti- 
cholinesterase intoxication. The anticholinesterase 
compounds are used as insecticides and in the treat- 
ment of myasthenia gravis. With the emergence of 
resistance to chlorinated hydrocarbon insecticides, 
the organophosphorus anticholinesterase compounds 
are being used with increasing frequency. Intoxi- 
cation from improper use and from accidental 
ingestion has been reported. The development 
of quaternary ammonium anticholinesterase com- 
pounds with an intermediate duration of action 
has improved the treatment of myasthenia gravis, 
but again intoxication from these compounds oc- 
curs. Anticholinesterase poisoning produces musca- 
rine-like, nicotine-like, and central nervous system 
effects. These occur from the accumulation of ace- 
tylcholine at postganglionic cholinergic nerve end- 
ings, at the myoneural junctions, and in the central 
nervous system. 

Treatment includes maintaining a clear airway, 
artificial respiration because of paralysis of respira- 
tory muscles, and atropine against the muscarine- 
like effects. Atropine has no effect on the muscular 
weakness or paralysis. It appears that a group of 
compounds known as oximes may reverse the 
neuromusclar block and the plasma and erythro- 
cyte cholinesterase inhibition and decrease the gen- 
eralized weakness seen in patients with anticholin- 


4 
a4 
x4 
4 
is 
‘ 
io 
- 
dp 
> = 


Vol. 168, No. 6 


esterase intoxication. The oximes do not seem to 
alter the muscarine-like effects.’*Atropine plus an 
oxime compound (pyridine-2-aldoxime [PAM] or 
diacetyl] monoxime [DAM]) may prove to be an 
effective combination and may diminish the need 
for or the duration of artificial respiration in the 
treatment of anticholinesterase poisoning. The 
oximes are still being investigated. Thus, they are 
not yet available for general use. 


Research in Action of Poisons 


We now turn from new possible antidotes to 
modes of action of particularly poisonous sub- 
stances. Studies of hemolytic anemia resulting from 
poisoning by various agents have revealed erythro- 
cyte enzymatic defects in “susceptible” individuals. 
The erythrocytes of those individuals who develop 
acute hemolysis subsequent to ingestion of naph- 
thalene, ingestion of the fava bean or inhalation of 
pollen from the plant, or ingestion of primaquine 
phosphate have been found to have a deficit of 
glucose-6-phosphate dehydrogenase activity and a 
low level of glutathione.’* Incubation of these eryth- 
rocytes with acetylphenylhydrazine results in a 
marked fall of reduced glutathione. Further studies 
show that the defect is genetically determined and 
probably transmitted by a sex-linked gene. This 
work explains the occurrence of acute hemolysis 
in only some of those individuals who have in- 
gested naphthalene, the fava bean, or primaquine 
and may lead to a better understanding of other 
hemolytic anemias. 

The recent development of a quantitative chemi- 
cal analysis for the aromatic fraction of kerosene 
in venous blood ** is important. It should give more 
information about the pathophysiology of kerosene 
poisoning and lead the way to a more effective and 
uniform therapeutic regimen for petroleum distil- 
late ingestion. 

We have mentioned only a few of the more re- 
cent advances in the understanding and treatment 
of poisoning. It is gratifying that more work has 
been and is being carried out in this field. How- 
ever, many problems remain unsolved. There is a 
need for the development of more inexpensive, less 
time-consuming analysis procedures for the de- 
tection of the more commonly involved poisonous 
substances. Certainly, more research into the patho- 
physiology produced by toxic substances is neces- 
sary so that rational and effective methods of ther- 
apy can be instituted. 


Poison Control Centers 


When, in 1953, the first poison control center 
was organized in the city of Chicago under the 
sponsorship of the Illinois chapter of the American 
Academy of Pediatrics, physicians, especially pedia- 
tricians, had long needed a central information 
agency where data on the toxicity, ingredients, and 
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treatment of poisoning by potentially toxic trade- 
name products could be obtained. Cincinnati, Bos- 
ton, Grand Rapids, Mich., and Washington, D. C., 
organized poison control centers thereafter. 

The figure shows the growth of poison control 
centers in the United States. As of April, 1958, there 
were 128 poison control centers in 40 states and 
territories. There are now about 200 such centers 
operating in the United States. 

These centers are active in the various phases 
of poison control. Information concerning the iden- 
tity and toxicity of ingredients in trade-name prod- 
ucts and other substances and current methods of 
treatment for various types of poisoning are avail- 
able to physicians. If a nonmedical person calls for 
help, first-aid instructions are given, with advice 


Number 
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Growth of poison control centers, 1954 to 1958. Graph in- 
cludes centers in all states, District of Columbia, Alaska, and 
Hawaii known to be in operation on April 1 of each year. 
Those centers once established but no longer in operation 
are not included. 


to contact a physician. The centers receive an av- 
erage of 18 calls per week. Most of the centers 
maintain 24-hour telephone service. 

Eighty-five per cent of the centers have facilities 
for treatment. The remaining centers furnish in- 
formational services only, but treatment is avail- 
able at nearby cooperating hospitals. It should be 
remembered that poison control centers are not 
the only loci for emergency treatment of poison- 
ings. Any well-equipped emergency room should 
be able to administer proper, indicated emergency 
treatment for poisoning. 

Some poison control centers are carrying on stud- 
ies in epidemiology,’* treatment, and pharmaco- 
dynamics. Sixty-six per cent of the centers do 
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follow-up studies in cases of poisoning treated by 
the center (or brought to its attention), seeking 
significant causal factors, and thus facilitate insti- 
tution of effective preventive measures. While the 
amount of participation in the different aspects of 
poison control varies among the centers, all are 
directing efforts to a sound educational program in 
accident prevention. 


Tas_e 1.—Deaths due to Accidental Poisoning from Solid and 
Liquid Substances, by Type of Substance and Age Group, in 
Continental United States, 1952-1956° 


All Ages <15 Yr. <5 Yr. 

Substanee No. % No. % No. % 
3,496 49.8 78 7450 (36.7 
Aspirin and salicylates ....... 7.7 3389 «18.0 380 «18.7 

Barbiturie acid 

and derivatives ............. 1,743 24.8 8 2.7 47 24 
1,212 17.3 (15.6 318 15.7 
1,108 15.8 14 19 1.0 
Lead, arsenic, corrosives, ete... S804 114 43 «214 43 «21.9 
Petroleum products ............ 506 72 455 21.0 446 «21.9 
1,109 «15.8 430 «(19.9 377) «18.5 
7,023 100.0 2,163 100.0 2,030 100.0 


* Excludes armed forees overseas. Source: U. S. National Office of 
Vital Statistics, unpublished data. 


Nearly 90% of all poison control centers are lo- 
cated in hospitals. Often more than one agency 
or Organization sponsors or supports a_ center. 
State chapters of the American Academy of Pedi- 
atrics, state and local health departments, medical 
schools, and local medical societies are among the 
organizations which support or cooperate with poi- 
son control centers. 

The following three case reports illustrate the 
role of the centers. 


CasE 1.—A 2-year-old child collapsed less than an hour 
after ingestion of an unknown quantity of water softener. A 
physician found the child in severe shock, with a grossly 
irregular pulse rate of 20 per minute. The Salt Lake City 
Poison Information and Therapy Center advised the physi- 
cian that the water softener contained sodium hexametaphos- 
phate and suggested therapy with calcium gluconate given 
intravenously, because of the possibility of hypocalcemia.'® 
Immediately on injection of this compound, the child’s pulse 
rate returned to normal rate and rhythm. Recovery from 
shock was then rapid and complete. 

Case 2.—An 18-year-old girl was bitten by a black widow 
spider. She later was noted to have complete paralysis of the 
lower extremities. The patient was admitted to the hospital 
12 hours after being bitten. Calcium and mephenesin were 
administered, but no response was noted. The nearby New 
York City Poison Control Center’? was called and was able 
to provide the antivenom which could not be obtained lo- 
cally. There was dramatic improvement after administration 
of the antivenom. 


Case 3.—A 19-month-old child drank an unknown quan- 
tity of ant killer containing 2.27% sodium arsenate. The child 
vomited soon and several times thereafter. The child was 
taken to the Poison Control Center at Duke University Hos- 
pital, where gastric lavage was performed and BAL therapy 
was initiated. The patient remained in the hospital one 
week. Treatment included administration of BAL and 
parenterally given fluids and sedation. The child was dis- 
charged in satisfactory condition. 
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Mortality and Morbidity Data 


The data presented here on mortality and mor- 
bidity from poisoning are based on unpublished 
tabulations provided by the National Office of Vital 
Statistics and on reports submitted by the 29 poison 
control centers presently using the tabulation and 
analysis facilities offered by the National Clearing- 
house for Poison Control Centers. In addition, some 
of these data have been obtained from statistical 
summaries provided by other operating poison con- 
trol centers. 

Table 1 summarizes deaths due to accidental 
poisoning from solid and liquid substances for the 
years 1952 through 1956 for all ages and for the 
two age groups under 15 and under 5 years. Of the 
total, drugs caused as many accidental poisoning 
deaths as all other substances combined. For the 
children under 15 and under 5, drugs caused over 
one-third of the deaths in each age group. 

Barbiturates caused 50% of all accidental deaths 
from drugs (25% of all deaths). Aspirin and other 
salicylates (including methyl salicylate) accounted 
for only 15% of all accidental deaths from drugs 
(8% of the total), but in children these substances 
accounted for 50% (18% of the total). Alcohol, pe- 
troleum products (such as kerosene and naphtha), 
caustics and corrosives, lead, and arsenic were some 
of the other more frequently reported causes of 
death. 

For the total, the percentage of deaths resulting 
from drugs was fairly constant from year to year— 
about 50%—but in children the percentage declined 
from 41% in 1954 to 32% in 1956. However, it may 
be too early to consider this as a declining trend. 

Data from Poison Control Centers.—A total of 
3,926 cases of accidental ingestion of toxic or poten- 
tially toxic substances has been reported to the 


TABLE 2.—Cases of Accidental Poisoning, by Age Group, as 
Reported by Poison Control Centers in Twenty-nine Areas® 


Age Group, Yr. No. % 
newer 963 27.4 
Bk. 54 14.6 


* For various time periods from July, 1956, to April, 1958. Source: 
individual reports submitted to the National Clearinghouse for Poison 
Control Centers. 

+ Excludes 407 cases with age unknown. 


National Clearing House for Poison Control Cen- 
ters from 29 poison control centers in the eastern 
and midwestern parts of the United States. These 
cases occurred in various time periods between 
July, 1956, and April, 1958. Data for 8,001 cases 
were obtained from statistical summaries of poison 
control centers in 23 areas of the United States. 
These cases occurred in various time periods be- 
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tween July, 1954, and November, 1957. The type 
of substance ingested is the only information avail- 
able from the latter group. 

Accidental poisoning cases by selected age groups 
are presented in table 2. Of the 3,926 detailed re- 
ports submitted, information on the age of the 
victim was available in 3,519 cases. Of these, 3,165 
(90%) occurred in children under 15 years of age. 
The 5-and-under group accounted for 96% of chil- 
dren under the age of 15 and 86% of the total. This 
is in contrast to the mortality figures, which show 
that children accounted for one-third of the total. 
Further analysis of the under-5 age group revealed 
that the largest number of cases occurred in chil- 
dren 1 and 2 years of age. 

Of the 3,926 cases reported, 53% occurred in 
males. Data presented in table 3 were derived from 
the 3,926 detailed reports and the 8,001 cases sum- 
marized by poison control centers in 23 areas in 
the United States. The centers treated 9,268 cases 
of ingestion and answered telephone inquiries in 
2,629 additional cases. Medicines were involved in 
the largest number of cases treated by the centers— 
55% of ingestions—and in the greatest number of 
telephone inquiries for assistance to the centers— 
32%. Household preparations were involved in 11% 
of cases treated and 24% of telephone inquiries 
and pesticide ingestion in about 11% of both treated 
cases and telephone inquiries. Petroleum distillates, 
cosmetics, plants, and paints (including lead paint ) 
and solvents (e. g., turpentine) were ingested less 
often. 


TaBLeE 3.—Cases of Accidental Poisoning, by Type of Sub- 
stance Ingested, as Reported by Poison Control Centers® 


Treated Cases Telephone Inquiries 


Substance No. % No. % 


1,892 20.3 376 144 
Household preparations ............ 1,046 112 632 4.1 
Petroleum distillates ............... 704 7.6 72 2.7 
Paints, solvents, ete. .......ccecccees 247 2.7 138 6.2 
108 12 261 9.9 
97 10 7 2.9 
BOG 16 0.2 19 0.7 
825 8.9 300 lA 

9,298 100.0 2,629 100.0 


* Source: individual ease reports from 29 areas covering various time 
periods from July 1956, to April, 1958, and tabulated reports from 23 
areas covering various time periods from July, 1954, to November, 1957. 


The 3,926 cases on which detailed reports were 
submitted are analyzed by type of substance in- 
gested in table 4. Ingestion of medicine accounted 
for 55% of all cases. Internal medicaments were in- 
volved in about 90% of all medicines ingested (48% 
of all cases). Aspirin was involved in 52% of in- 
ternal medicament ingestion (25% of all cases). 
Barbiturates were ingested in 9% of internal medic- 
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ament cases and were followed in decreasing fre- 
quency by laxatives, tranquilizers, cough medicines, 
other analgesics, and antihistamines. 

Household preparations were involved in 14% of 
all cases. Soaps and detergents were reported most 
frequently in this group, accounting for 24% of in- 
gested household preparations. The second most 


TaBLe 4.—Cases of Accidental Poisoning, by Type of Sub- 
stance Ingested, as Reported by Poison Control Centers 
in Twenty-nine Areas® 


Substance No. % 

2,152 
168 4.3 
Nonbarbiturate sedatives 06 
69 1.8 
Household preparations 561 14.3 
71 1.8 
Paints, varnishes, solvents, etc. .................. 143 3.6 


* For various time periods from July, 1956, to April, 1958. Source: 
individual case reports submitted to the National Clearinghouse for 
Poison Control Centers. 


frequently reported household preparation was 
bleach (21%). Disinfectants, corrosives and caus- 
tics, and other products, such as shoe polish, dry 
cleaning fluid, and deodorizers, followed in de- 
scending order of frequency. 

Of the pesticide ingestions, which made up 8% 
of the total cases, insecticides were involved in 76%. 
The largest group of the other pesticides reported 
were rodenticides, which accounted for 22%. 

Petroleum distillates reported, excluding furni- 
ture polish, were kerosene, lighter fluid, and gaso- 
line. Ninety-five cases of furniture polish ingestion 
were reported. In 43%, petroleum distillate was an 
ingredient of the polish. 

Table 5 summarizes the eight deaths which were 
included in the 3,926 cases. Three of these fatalities 
were reported as suicides. 

In addition to the data already presented, analy- 
sis of the detailed reports submitted by poison con- 
trol centers revealed information considered perti- 


137 3.5 
6195 55.1 R30 81.7 
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nent by us. Accidental ingestion involving only the 
victim (usually a pre-school-aged child) accounted 
for 92% of all cases. Overdosage on the part of a 
physician or an individual other than the victim 
and misidentification of a substance (e. g., camphor- 
ated oil for castor oil) accounted for less than 5%. 
Intentional ingestion accounted for 5% of all cases. 

Consideration of the time of day that ingestion 
occurred revealed 87% of all cases occurred be- 
tween 7 a. m. and 8 p. m. Information on the time 
which elapsed between ingestion and lavage was 
available in 1,336 of 3,926 detailed case reports. In 
54% of cases in which lavage was done, this treat- 
ment was instituted within one hour of ingestion. In 
only 3% of these cases a delay of longer than four 
hours occurred. 

In about 2,500 cases information concerning the 
development of signs and symptoms of poisoning 
was available. Approximately 70% of the patients 
were reported as asymptomatic. Eight per cent of 
2,400 for whom information on hospitalization was 
available were hospitalized for one or more days. 


TaBLe 5.—Summary of Fatal Cases Reported by Poison 
Control Centers in Twenty-nine Areas® 


Substance Age Sex Race Intent 
Analgesic with salicylate........ 27 mo. F Ww Accident 
13 mo. M N Accident 
16 mo. M w Accident 
14 mo. M Ww Accident 
Bichloride of mereury........... 42 yr. F Ww Suicide 
48 yr. F Unknown Suicide 
43 yr. F Ww Suicide 
dn Unknown M Unknown Accident 


* For various time periods from July, 1956, to April, 1958. Source: 
individual case reports submitted to the National Clearinghouse for 
Poison Control Centers. 

+ Evidence of poisoning on clinical basis only. 


Follow-up Data.—Of the 3,926 detailed reports, 
551 cases were further investigated by home follow- 
up. In 36.5% of these 551 cases, the offending agent 
was not in its original container before ingestion; 
the figure was significantly higher for petroleum 
distillates and pesticides. Bottles, cans, drinking 
glasses, and cooking utensils were containers dif- 
ferent from the original in which some of these 
ingested substances were found. 

In 68% of these cases, the substance was not 
found in its customary storage place. The ingested 
substance was found on a dresser or table in one- 
fourth of the cases and on the floor in 13% of cases. 
Moreover, the customary storage place for these 
substances was reported as an open shelf in 12% 
of the cases, a dresser or table top in 10%, and the 
floor in 6%. 

In 216 cases (41%) the harmful or potentially 
harmful substance was found in the kitchen, in 113 
(21%) in the bedroom, and in 66 (12%) in the 
bathroom. 

Parents were supposedly supervising activity in 
85% of the cases involving children. In 10% the 
supervising individual was an adult other than the 
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parents. In only 5% of the cases the child’s activity 
was supervised by other children or was unsuper- 
vised. 


Comment 


It is difficult to measure any success brought 
about by activities discussed in this paper in lower- 
ing the incidence of accidental poisoning. The data 
presented are definitely not national data, nor can 
they be extrapolated to arrive at national data. 
We are considering a selected group—those cases 
which came to the attention of local poison control 
centers in certain areas of the United States. Addi- 
tional cases of accidental ingestion probably oc- 
curred in these areas but were not brought to the 
centers’ attention. 

The figures presented indicate that, as has been 
noted by Bain ** and by others," drugs, petroleum 
distillates, pesticides, and household preparations 
are the most commonly ingested products. Drugs 
accounted for one-half of all substances involved, 
with salicylates alone accounting for one-fourth of 
all ingested substances. These figures reflect the 
presence of medicaments, especially salicylates, in 
the home and their availability to children. 

The differences between the distribution of drug 
ingestions treated by poison control centers and 
the distribution of drug ingestions reported as 
telephone calls to the centers for information is 
probably explained by the fact that physicians are 
familiar with salicylates and barbiturates and usu- 
ally do not have to call for assistance in determining 
the nature and toxicity of these drugs. This is prob- 
ably true for petroleum distillates also. However, 
the larger percentage of telephone inquiries for 
information about various household preparations 
and cosmetics (as shown in table 3) indicates the 
need for assistance in ascertaining the nature and 
toxicity of these substances. We suggest that the 
wide difference between cosmetic ingestions treated 
at the centers and those cases resulting only in calls 
for information is further a result of the generally 
lower toxicity of this group. 

The data from poison control centers appear to 
support what others have pointed out: the hazard 
of accidental poisoning to pre-school-aged children 
who gain much knowledge by oral exploration of 
anything and everything. 

It is interesting that the hospitalization rate was 
less than 10% within the group. For every fatal 
accidental poisoning, about 750 nonfatal accidental 
ingestions occurred in the reported group. This 
ratio differs from the often quoted 1:250 but is 
probably more accurate in the light of recent acci- 
dent morbidity reporting. 

The delay of more than one hour between in- 
gestion and lavage in about 50% of the cases may 
indicate a lack of concern or understanding of the 
possibilities by parents. Many parents do not seek 
medical attention unti] obvious symptoms occur. 
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For instance, the latent period between ingestion 
and onset of symptoms in methyl] salicylate poi- 
soning emphasizes the danger in delay because the 
child does not immediately become ill. 

We have noted with interest the recommenda- 
tions on first-aid measures for poisoning adopted 
by the Committee on Toxicology of the American 
Medical Association. In view of the delay between 
ingestion and lavage in about one-half of cases, we 
suggest that parents be advised to contact a physi- 
cian at once after a child’s ingestion of a toxic or 
potentially toxic product. This advice should be 
modified according to the availability of medical 
care in the area. 

The control of accidental poisoning must be ef- 
fected by a dual approach—prevention plus im- 
provement in all aspects of diagnosis and treatment. 
Improvement has been discussed in this paper in 
the sections on research and poison control centers. 

The beneficial effects of drugs, soaps, detergents, 
bleach, pesticides, and petroleum distillates are not 
disputed. Prevention should be directed toward 
avoiding misuse of these substances. Proper stor- 
age in the home, with respect to container and 
location, should be emphasized in educational cam- 
paigns. 

Educational campaigns must be directed pre- 
dominantly to parents of pre-school-aged children. 
Modification of the environment of these children 
to achieve complete protection from toxic or poten- 
tially toxic substances is the practical end of such 
campaigns. Physicians have an important responsi- 
bility to educate parents in this manner. Examina- 
tions of the well child during infancy present an 
opportunity in which “safety vaccine” may be ad- 
ministered. These measures may be emphasized 
by writing prescriptions for small amounts of medi- 
cation where feasible and by instructing the phar- 
macist to add to the label the words, “Keep out of 
the reach of children.” 

Other methods of prevention include organized 
educational campaigns on a community level, utiliz- 
ing mass media and the spoken word. Such cam- 
paigns have been and are being carried out by 
local medical societies, health departments, poison 
control centers, and civic groups. 

Industry has been quite concerned with the prob- 
lem. As a result, work on the development of a 
safety closure for medicaments (and perhaps other 
types of products) is being done, mainly by the 
drug industry. 

Precautionary labeling is another approach to 
the problem of prevention. Not only medical and 
public health workers are working in this field but 
also members of industry. Some states and cities 
have already adopted precautionary labeling laws. 

The work of the Food and Drug Administration 
of the U. S. Department of Health, Education, and 
Welfare and the U. S. Department of Agriculture 
along the lines of prevention of misuse of drugs, 
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caustics, and pesticides by enforcing proper label- 
ing is another example of a type of prevention being 
undertaken. 

In some universities consideration of the factors 
involved in accidental poisoning has been included 
in the undergraduate and graduate medical curric- 
ulum. Thus, future practitioners of medicine are 
becoming oriented to a common pediatric problem. 
We hope that, eventually, all medical schools will 
include the problem in their curriculums. 

The controlling of accidental poisoning should 
not be looked on as an end in itself. The larger 
goal is accident prevention in general. The lessons 
being learned in dealing with accidental poisoning 
should be applied to other types of accidents. Burns, 
drowning, and foreign body aspiration are cer- 
tainly three childhood accidents on which more 
attention should be focused. Already some poison 
control centers are extending their activities to in- 
clude other types of accidents. This is the logical 
direction in which to proceed. 


Summary 


Work in public health and clinical medicine and 
research into pharmacodynamics of and _patho- 
physiology produced by poisonous substances are 
increasing the effectiveness of treatment methods. 
As of April, 1958, there were 128 local poison con- 
trol centers in 40 states; now there are about 200. 
These local centers aid physicians in the treatment 
of accidental poisoning by providing information 
about the nature and toxicity of ingested substances 
and the treatment of poisoning from these sub- 
stances. Treatment facilities are usually available at 
these local centers also. All centers recognize the 
importance of prevention through education in deal- 
ing with accidental poisoning. 

About 4,000 cases of accidental ingestion and 
poisoning were reported to the National Clearing- 
house for Poison Control Centers from 29 poison 
control centers that are located in the eastern and 
midwestern parts of the United States. These re- 
ports, with figures on accidental poisoning deaths 
obtained from the National Office of Vital Statistics, 
show that drugs (which accounted for about 50% of 
all ingestions ), household preparations, pesticides, 
and petroleum distillates were the most commonly 
ingested products. Pre-school-aged children were 
involved in 86% of cases reported from poison con- 
trol centers and in 28% of accidental poisoning 
deaths reported by the National Office of Vital 
Statistics. 

Five accidental deaths occurred in the poison 
control center series, giving a ratio of 1 fatal to 
750 nonfatal accidental ingestions. Approximately 
70% of the patients in about 2,500 cases in which 
information concerning the development of signs 
and symptoms of poisoning was available were re- 
ported as asymptomatic. Eight per cent of those in 
2,400 cases in which information on hospitalization 
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was available were hospitalized for one or more 
days. In about 50% of patients on whom lavage was 
done, a delay of longer than one hour occurred be- 
tween ingestion and lavage. 

Follow-up data indicate that proper storage of 
potentially toxic substances must be emphasized 
in educational campaigns directed toward parents 
of pre-school-aged children. Such education must 
be directed from physicians to parents. Community 
educational campaigns by local medical societies, 
health departments, poison control centers, and 
civic groups should reinforce this important physi- 
cian activity. 

Other aspects of prevention include precaution- 
ary labeling and development of safety closures. 
Industry and the medical profession are active in 
these endeavors. The control of accidental poison- 
ing is a means to an end—the control of all accidents. 


A more complete list of references can be obtained from 
the authors. 
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over-all clinic population and in the group of patients diagnosed as having 
psychoneurosis, the results of therapy by internists who place special emphasis 
on alleviating stress in the patient’s life compare favorably with reports from other 
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clinics where the treatment is carried out by trained psychiatrists. The data indicate 
that, in the hands of a sympathetic, sincere, informed and well trained physician, 
approximately two thirds of the patients will recover or show considerable improve- 
ment, and one third will show no improvement. . . . In certain disease entities—namely, 
peptic ulcer, ulcerative colitis and asthma—results of therapy by those who made 
protracted efforts to alleviate stress in the patient’s life were better than they were in 
the hands of those who did not; as to peptic ulcer, the results were better than they 
were with those using psychoanalytic therapy. In addition, with these patients, 
frequently less time was required to be spent with the patient than when the physician 
concerned himself almost entirely with diet and medication. In the initial months of 
this type of treatment, more time is spent with the patient than in the more usual 
therapy. However, over a period of a year less time is often spent. It is possible that 
the one third of the patients showing no improvement represent the group of patients 
for whom there is no effective therapy at the present time. The findings show that 
internists, psychiatrists and psychoanalysts are all effective to the same extent in the 
treatment of psychoneurosis.—W. J. Grace, M.D., R. H. Pinsky, M.A., and H. G. 
Wolff, M.D., Results of Treatment in Various Clinical Syndromes, Annals of Internal 


Medicine, May, 1958. 
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MANAGEMENT OF ACUTE VENOUS THROMBOEMBOLISM 


William G. Anlyan, M.D., George D. DeLaughter Jr., M.D. 


Jacob I. Fabrikant, M.D., John W. Sullenberger, M.D. 


William T. Weaver, M.D., Durham, N. C. 


At the present time thromboembolism has be- 
come one of the major hazards after surgical op- 
erations, trauma, or parturition. In about 3% of 
patients undergoing major surgical operations, an 
increased tendency to clot develops in excess of 
the needs of the organism to prevent bleeding sec- 
ondary to the surgical trauma; the etiology of this 
hypercoagulability is unknown, and the result may 
be venous thrombosis and pulmonary embolism. 

In the past eight years one of us (W. G. A.) has 
seen over 500 patients with venous thromboembo- 
lism on the surgical and obstetric services of this 
hospital. This experience has provided a rational 
basis for the management of patients with venous 
thromboembolism. 


Etiology of Venous Thrombosis 


Intimal damage, stasis, and hypercoagulability 
are commonly listed as the etiological factors in 
venous thrombosis. In our experience, intimal dam- 
age and stasis appear to play a relatively minor 


role in the development of deep venous thrombosis. 
Patients occasionally develop thrombosis of the 
deep venous system of the legs after the prolonged 
use of an intravenous catheter in the long saphe- 
nous vein. The usual sequence of events is that 
the intravenous solutions are sufficiently irritating 
to cause a superficial venous thrombosis which may 
then spread through the communicating veins to 
the deep venous system. The routine use of 10 mg. 
of heparin sodium in each liter of fluid administered 
by this route has been of definite benefit in mini- 
mizing superficial and deep venous thrombosis. 
The majority of surgical patients, however, do not 
require the prolonged use of an indwelling venous 
catheter. The intravenous administration of fluids 
in the lower extremities is avoided whenever pos- 
sible, which eliminates a major cause of intimal 
damage. 

The role of stasis in the production of venous 
thrombosis is also controversial. There are clear- 
cut instances where venous stasis is produced un- 
intentionally with resultant deep venous throm- 
bosis, such as the use of an elastic bandage on the 
thigh without a wrapping below the knee. Stasis 
due to immobilization and bed rest has been in- 
criminated, although only approximately 3 out of 
every 100 surgical patients develop deep venous 
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The object of treating acute venous 
thromboembolism is twofold: (1) to avoid 
fatal pulmonary embolism and (2) to 
minimize postphlebitic sequelae. A hyper- 
coagulability state appears to be the basic 
etiological factor; this may be aggravated 
by intimal damage and venous stasis. Anti- 
coagulant therapy is the treatment of choice. 
In patients who have been operated on, the 
legs should be routinely inspected at least 
twice daily for asymptomatic swelling. Vig- 
orous treatment with heparin and elevation 
tends to minimize postphlebitic sequelae. 


thrombosis. In addition, early ambulation has not 
lowered the incidence of postoperative venous 
thromboembolism. 

Hypercoagulability is a nebulous phenomenon 
that has been recognized by surgeons and physi- 
ologists to occur after trauma or surgical opera- 
tions." No measure of hypercoagulability is avail- 
able except by changes in whole blood clotting 
time; no specific blood clotting factor known today 
has ever been shown to be present in amounts in 
excess of normal in hypercoagulability. 

ACTH and cortisone administered intravenously 
appear to cause a definite shortening in silicone 
tube clotting times, although the precise site of 
action is conjectural (fig. 1). It is our present 
concept that the period of hypercoagulability may 
be related to pituitary-adrenal hyperactivity after 
trauma or an operation and that the venous throm- 
bosis is a localized manifestation of this generalized 
hypercoagulability state. The nidus for the throm- 
bus may be formed at the height of the stress pe- 
riod, although the deep venous thrombosis may 
not manifest itself until several days later when 
the nidus has resulted in sufficient thrombus for- 
mation to occlude a long segment of vein and its 
collateral channels. Stasis and intimal damage, 
when present, would enhance the development of 
the nidus. 


Site, Symptoms, and Findings in Deep 
Venous Thrombosis 
Site —Originally, deep venous thrombosis was 


considered to occur principally in the calf veins.’ 
Recent anatomic studies * and clinical experience * 


g 
and 


726 VENOUS THROMBOEMBOLISM—ANLYAN ET AL. 


suggest that the majority of deep venous throm- 
boses involve the pelvic and iliac veins and that 
most pulmonary emboli originate in these larger 
vessels. 

Our follow-up studies show that patients who 
originally had deep venous thrombosis of one leg 
only frequently displayed evidence of moderate 
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Fig. 1.—Effect of intravenously given ACTH and hydro- 
cortisone on silicone tube clotting times, measured in per- 
centage of change, in anesthetized dog; 5% dextrose in water 
was given intravenously to control animals. 


postphlebitic venous insufficiency in the contralat- 
eral normal and uninvolved leg. This suggests that 
extensive venous thrombosis may be present with- 
out signs or symptoms. 

Symptoms.—The signs and symptoms of deep 
venous thrombosis may be equivocal or quite defi- 
nite depending on the severity of the process. Some 
patients may be asymptomatic, and others may 
complain only of pain along the course of the deep 
veins, without any objective findings. In such pa- 
tients, the physician must rely on clinical experi- 
ence as well as the intensity of the pain to decide 
whether a tentative diagnosis of deep venous throm- 
bosis, warranting aggressive therapy, is justified. 
On the other hand, complaints of milder pain may 
lead the physician to careful observation of the 
patient for evidence of progressive deep venous 
thrombosis. 


J.A.M.A., Oct. 17, 1958 


Objective Findings.—Signs which may be helpful 
in the diagnosis of deep venous thrombosis include 
(1) edema, varying from mild swelling at the ankle 
to massive swelling of the entire extremity; (2) 
distended pretibial and pedal veins, which in some 
cases may remain distended even with elevation 
of the foot above the level of the heart in the 
supine position; (3) presence of Homans’ sign and 
positive findings on the Lowenberg test, which, 
however, may yield false-positive results in other 
inflammatory conditions of the structures in the 
calf of the leg; and (4) localized tenderness over 
the femoral vein in the groin, which is somewhat 
more specific than the Homans’ sign, since finger- 
point pressure on other aspects of the thigh do not 
yield the same localized tenderness. 

In patients who have been operated on, the legs 
should be routinely inspected at least twice daily 
for asymptomatic swelling. It has been of interest 
that in 12 paraplegic patients asymptomatic uni- 
lateral swelling of the leg (usually the left leg) 
was the only manifestation of deep venous throm- 
bosis. 

Pulmonary embolism without evidence of periph- 
eral venous thrombosis occurred in 50% of 70 cases 
of embolism reported by us previously.” In some 
such cases the diagnosis of pulmonary. embolism 
may be difficult to prove and to distinguish from 
other postoperative pulmonary complications; the 
physician will have to depend on his experience 
for the over-all evaluation of the patient prior to 
embarking on a regimen of therapy directed toward 
obviating further embolism. 

Phlegmasia cerulea dolens, a manifestation of 
massive venous thrombosis with secondary arterial 
spasm, may be confused with primary acute ar- 
terial occlusion. This was noted in 19 of our pa- 
tients and has been described in detail previously." 

Rodiooctive 
Diodrast 


Fig. 2.—Arrangement of counters in patients undergoing 
venous outflow studies. Radioactive iodopyracet, 10-15 yc, 
is injected intravenously in the dorsalis pedis vein; radio- 
activity is measured at popliteal, saphenofemoral, and in- 
ferior vena cava stations. 


The following salient features should be noted in 
differentiating this syndrome from primary arterial 
occlusion: 1. The swollen limb. This indicates that 
the arterial inflow exceeds the venous outflow. 
Swelling does not occur in acute arterial occlusion. 
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2. Patchy blue discoloration of the skin. This is 
due to increased amounts of reduced hemoglobin 
in the extremity. In primary arterial occlusion the 
limb is generally white. 3. Prominent and distended 
superficial veins. With the massive venous throm- 
bosis of the deep system, there is congestion of the 
venous circuit. In acute arterial occlusion the super- 
ficial veins are generally collapsed. 4. No definite 
sensory loss. There is no loss of sensation in the 
same segmental level as in primary arterial occlu- 
sion. Any sensory deficit is patchy and not of the 
“stocking-glove” type. 5. Presence of weak arterial 
pulses. The arteries in spasm may be faintly pal- 
pable all the way down to the pedal vessels, whereas 
in primary acute arterial occlusion the pulses are 
generally absent. 6. Dissociation between levels of 
coolness and lowest palpable pulse. Whereas in 
acute arterial occlusion there is a definite correla- 
tion between the lowest palpable pulse and the 
level of coolness, no such correlation is prevalent 
in arterial spasm complicating deep venous throm- 
bosis. For example, the limb may be cool up to the 
groin in arteriolar spasm, and yet there may be a 
fairly good femoral pulsation. 7. An accessory con- 
sideration may be the absence of underlying heart 
disease as the etiological factor in the source of 
primary arterial embolus. 

Laboratory Tests Aiding in Diagnosis of Venous 
Thrombosis.—Until recently, there were no labora- 
tory tests to aid in the diagnosis of venous thrombo- 
embolism. Two possible approaches to this problem 
have been under investigation in our laboratory. 

Isotope Outflow Studies: The isotope outflow 
test was described in a recent report.’ Ten to 15 ye 
in 0.5 ml. of iodopyracet (Diodrast) tagged with 
radioactive iodine (I'*') is injected into the dor- 
salis pedis vein with simultaneously recording coun- 
ters over the popliteal vein, the femoral vein, and 
the vena cava (fig. 2). The appearance time of the 
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Fig. 3.—Venous outflow tracings in patient with lupus 
erythematosus and skin ulcers on right leg but normal deep 
venous system. Interval between injection and rise is short; 
rise is clear-cut, and return to base line is rapid. 


isotope and the shape of the curve of increase in 
radioactivity at each station is compared with the 
opposite leg and with normal controls. In deep 
venous occlusive disease a definite delay in the 
appearance of the isotope at each station occurs. 
Instead of a sharp wave of radioactivity, as noted 
in normal extremities (fig. 3), a slow jagged ir- 


VENOUS THROMBOEMBOLISM—ANLYAN ET AL. 727 


regular rise in radioactivity develops (fig. 4). Un- 
like I'*'-tagged serum albumin, I'*'-tagged iodo- 
pyracet is excreted rapidly, and the small amount 
used (0.5 cc.) for each injection has been found 
free of any ill-effects. 

Studies in 5-Hydroxyindoleacetic Acid Excretion: 
Platelets contain serotonin, and it is assumed that 
platelets break down during the process of throm- 
bosis releasing their serotonin. The serotonin is ex- 


POPLITEAL 


Fig. 4.—Delayed passage through postphlebitic deep ven- 
ous system results in tracing with (1) prolonged interval be- 
tween injection and rise, (2) irregular rise of curve, and 
(3) slow, irregular fall to normal. 


creted as 5-hydroxyindoleacetic acid (5-HIAA) 
(fig. 5). In 10 dogs massive intravenous throm- 
bosis was produced by the intravenous injection of 
thrombin. The significant rise in urinary 5-HIAA, as 
depicted in figure 6, is in contrast to that observed 
in the control dogs, who received isotonic sodium 
chloride solution without thrombin and in whom 
no significant change in urinary 5-HIAA levels 
occurred. The urinary 5-HIAA levels of patients 
with thromboembolic disease is the subject of a 
study in progress at the present time. 


Treatment 


The object of treatment is twofold: (1) to avoid 
fatal pulmonary embolism and (2) to minimize 
postphlebitic sequalae. Patients with uncompli- 
cated deep venous thrombosis without embolism 
are treated as follows: after base-line clotting time 
is obtained and a one-stage prothrombin test is 
done, the patient is started on heparin and cou- 
marin drug therapy simultaneously. (After testing 
an array of coumarin drugs, we have returned to 
the use of bishydroxycoumarin [Dicumarol].) The 
heparin is administered as follows: 50-75 mg. of 
heparin given intravenously for an initial dose and 
50 mg. of heparin given subcutaneously every four 
hours. The first subcutaneous dose is given at the 
same time as the intravenous dose. The clotting 
time is checked once a day thereafter at a time 
three and one-half hours after a given dose of 
heparin to ensure that the clotting time does not 
rise progressively to dangerous levels, as may occur 
after three or four days of heparin therapy. We 
prefer to have the clotting time (in the third tube 
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of the Lee-White method) drop below 25 minutes 
at the three-and-one-half-hour checking point after 
the injection of heparin. If the clotting time at this 
point is above 25 minutes, the heparin dose should 
be reduced to 25 to 35 mg. every four to six hours. 

It is also best to draw blood samples for the 
prothrombin test at the same time (three and one- 
half hours after the last dose of heparin) so as to 
minimize interference of the prothrombin test by 
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Fig. 5.—Metabolism of serotonin, showing transition of 
blood serotonin to urinary 5-HIAA. 


the heparin. When the prothrombin level drops 
below 30% of normal, administration of heparin is 
discontinued and the patient is maintained on 
therapy with the coumarin drug for an average of 
eight days or until all swelling and symptoms of 
thrombosis have subsided and he is made ambulant. 

Special Routines.—Following are suggestions for 
special treatment when the case is complicated by 
pulmonary embolism, a potential bleeding source, 
prostatic surgery, or pregnancy. 

Pulmonary Embolism: Using the above routine 
of anticoagulant therapy, we have had a 15% re- 
currence rate of pulmonary embolism after the 
discontinuance of heparin therapy. Therefore, we 
suggest that patients with pulmonary embolism 
should be maintained on heparin therapy exclu- 
sively for eight days. The coumarin therapy is start- 
ed at that time, and the heparin therapy is discon- 
tinued when the prothrombin level drops below 
30% of normal. The coumarin therapy is maintained 
from 6 to 12 weeks with the patient on an ambula- 
tory basis. 

Potential Bleeding Source: Patients with a po- 
tential bleeding source, such as a duodenal ulcer, 
are safer on heparin therapy only, since effects can 
be reversed rapidly with protamine sulfate in the 
event of hemorrhage. 

Prostatic Surgery: Patients who develop venous 
thromboembolism after prostatic surgery constitute 
_a special problem, and the management of these 
has recently been reported by Galleher and one of 
us." The use of half the usual dosage of heparin is 
advocated if the urinary catheter has been removed 
and the urinary drainage is clear of blood. Couma- 
rin drugs are avoided. If the indwelling catheter is 
still in place and the urine is still bloody, it is safer 
to consider vena caval ligation, as will be discussed 
below. 

Pregnancy: During pregnancy venous thrombo- 
embolism creates a very special problem, as dis- 
cussed in detail by Parker and associates.’ During 
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the antepartum period before impending labor and 
during the postpartum period, the same plan of 
anticoagulant treatment is used as for uncompli- 
cated deep venous thrombosis. During the intra- 
partum period in the patient with venous thrombo- 
sis, it is safer to delay anticoagulant therapy until 
the immediate puerperium. If embolization should 
occur just before or during labor, heparin may be 
administered by the intravenous drip method: 150 
mg. of heparin in 1,000 cc. of 5% dextrose in water 
at 25 drops per minute over a 12-hour period. 

Indications for Vena Caval Ligation.—Vena caval 
ligation was carried out in 23 patients for the follow- 
ing indications: (1) recurrent embolism despite 
multiple prolonged courses of anticoagulant ther- 
apy and (2) active bleeding coexisting with the 
development of venous thromboembolism, e. g., 
from prostatectomy. 

This lifesaving operation is the last barrier to the 
development of pulmonary embolism. It is of inter- 
est that 1 of our 23 patients had a small but definite 
embolus one week after the vena caval ligation. 
The sequelae appear to be proportional to the de- 
gree of deep venous occlusion existing before liga- 
tion. Recently, in seven patients undergoing vena 
caval ligation, the venous pressures were monitored 
in both legs throughout the operation and the first 
few hours postoperatively; there was no rise in 
venous pressure resulting from the actual ligation 
in four of the seven patients, presumably due to 
previous adaptation to thrombotic occlusion of the 
iliac veins bilaterally. 
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Fig. 6.—Urinary 5-HIAA excretion after intravenous infu- 
sion of thrombin and of isotonic sodium chloride solution in 
dogs. 


Thrombectomy Combined with Anticoagulant 
Therapy.—We agree with Fontaine '° and Mahorner 
and co-workers *' that in massive venous throm- 
bosis, particularly in younger individuals, throm- 
bectomy should be considered through a venotomy 
in the common or superficial femoral veins. We 
prefer to start the heparin therapy preoperatively 
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and to maintain this throughout the operation and 
the postoperative period. Only long-term follow-up 
studies of these selected patients will disclose 
whether thrombectomy combined with anticoagu- 
lant therapy is superior to anticoagulant therapy 
alone. 

Femoral vein ligations have no place in the 
therapeutic armamentarium for venous thrombo- 
embolism. Unlike vena caval ligation, this proce- 
dure does not offer any safeguard from subsequent 
pulmonary embolism.* As described above, when 
anticoagulants are ineffective or contraindicated the 
site for venous ligation is the vena cava just below 
the renal vessels. 


Prognosis 


Of our 500 patients, 170 had primary acute deep 
venous thrombosis treated with anticoagulant drugs 
and followed for three or more years. We were 
able to evaluate 150 of the 170 patients for post- 
phlebitic sequelae after intensive treatment with 
anticoagulant drugs during their acute phase. The 
results were as follows: no sequelae—leading normal 
life, 55.0%; wearing elastic supports full or part 
time, 19.0%; slight to moderate edema, 12.6%; der- 
matitis, 13.5%; incompetent superficial veins, 8.6%; 
and ulceration, 2.3%. 

As mentioned above, it was of interest that in 
some patients postphlebitic sequelae were noted in 
the opposite normal limb that had appeared to 
be free of deep venous thrombosis at the time of 
initial treatment. Thus, in unilateral disease the 
uninvolved limb should be managed with equal 
concern. 

In contrast to the 2.3% incidence of ulceration in 
our series, Bauer '* reported a 20% five-year inci- 
dence in untreated patients. These results with 
anticoagulant therapy would support the opinion 
of de Takats ‘* that vigorous treatment with hepa- 
rin and elevation tend to minimize postphlebitic 
sequelae. 


Summary and Conclusions 


Venous thromboembolism remains one of the ma- 
jor hazards after surgical operations, trauma, or par- 
turition. A hypercoagulability state appears to be the 
basic etiological factor; this may be aggravated by 
intimal damage and venous stasis. Symptomatology 
may vary from none to a combination of pain, 
swelling, venous distention, and pulmonary em- 
bolism. In the syndrome of arterial spasm compli- 
cating deep venous thrombosis ( phlegmasia cerulea 
dolens), salient features differentiate it from pri- 
mary acute arterial occlusion. 

Two laboratory tests aiding in the diagnosis of 
venous thrombosis have been developed for use in 
patients with borderline symptomatology. The first 
is the isotope outflow study for the detection of 
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venous stasis. The second is the detection of the 
serotonin breakdown product (5-hydroxyindole- 
acetic acid) in the urine in increased amounts in 
intravascular thrombosis. 

Anticoagulant therapy is the treatment of choice. 
In pulmonary embolism an eight-day course of 
heparin therapy followed by several weeks of cou- 
marin therapy is advised to obviate recurrent em- 
bolism. Vena caval! ligation is indicated when co- 
existent bleeding exists or when there is recurrent 
embolism despite anticoagulant therapy. The use 
of thrombectomy combined with anticoagulant 
therapy in patients with massive venous throm- 
bosis is still being evaluated. 

Analysis of the long-term sequelae of patients 
who had primary acute deep venous thrombosis 
treated with anticoagulant drugs revealed no se- 
quelae in 55.0% and ulceration in only 2.3%, as 
compared to other untreated patients in whom ul- 
cerations were noted in 20%. 


Figures 2, 3, and 4 were reproduced from A. M. A. Ar- 
chives of Surgery.” 
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The fracture of the distal humerus with circula- 
tory impairment of the arm remains one of the 
most difficult of the fracture problems of childhood. 
Of the various types encountered, the supracon- 
dylar fracture of the humerus is the most common 
and the most likely, when badly displaced, to be 
accompanied by vascular injury. At the Hitchcock 
Hospital in Hanover, N. H., for 10 years we ordi- 
narily have used traction methods for displaced 
supracondylar fractures of the humerus in children 
if there is more than moderate swelling and if there 
is any impairment of arm circulation. Manipulative 
reduction and cast fixation has been reserved for 
patients with no severe swelling and in whom nor- 
mal circulation is maintained when the fracture is 
reduced and held in a position of 120 degrees of 
elbow flexion. We agree with the advocates ' of 
traction for the more severe injuries that this meth- 
od usually provides the best opportunity to observe 
the arm closely, control swelling, and gently effect 
reduction and fixation of the fracture and that it is 
preferable to elevation and delayed manipulation 
as used by us in the past. 

The type of traction ordinarily used at the Hitch- 
cock Hospital is essentially that described by Smith “ 
in 1947 and Hammond "” in 1949 and attributed to 
Béhler and Zeno. The apparatus includes a small- 
caliber Kirshner wire placed transversely through 
the olecranon, threaded, to prevent side slip, to 
which is attached a weight by spreader, rope, and 
pulleys. The hand should be held over the face, as 
this position ordinarily matches the distal and proxi- 
mal fragments in point of rotation. The forearm is 
suspended by a sling, preferably off the horizontal, 
to elevate the hand. Later, after the swelling is re- 
duced, a horizontal traction sling may be added, 
if necessary, to correct anterior position of the proxi- 
mal fragment. Occasionally gentle manipulation in 
traction is required. With smaller children, a binder 
pinned to the mattress is usually necessary to pre- 
vent overactivity in bed. The wire is removed and a 
cast is applied when there is early union of the 
fracture, usually after three weeks. Lateral traction, 
the other type commonly used for these injuries 
(originally described by Dunlop '*), was used by 
us on only one occasion. 

In a period of 11 years (1946 through 1957) 86 
children, aged 1 to 14 years, with supracondylar 
fractures of the humerus have been seen at the 
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SUPRACONDYLAR FRACTURES OF THE HUMERUS IN CHILDREN 
COMPLICATIONS AND PROBLEMS ASSOCIATED WITH TRACTION TREATMENT 
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The supracondylar fracture of the humerus 
is the most common and the most likely, 
when badly displaced, to be accompanied by 
vascular injury. For the more severe injuries, 
traction usually provides the best opportunity 
to observe the arm closely, control swelling, 
and gently effect reduction and fixation of 
the fracture, and it is preferable to eleva- 
tion and delayed manipulation. With one 
exception, patients in this study treated by 
traction recovered normal or almost normal 
function without significant deformity. While 
traction treatment has an important place 
in management, there is no one single 
method which can be universally applied as 
treatment for the badly displaced supra- 
condylar fracture of childhood. In these se- 
vere injuries, there must be careful selection 
of treatment and constant vigilance, no mat- 
ter what type of treatment is used. 


Hitchcock Hospital. Thirty-seven of these had little 
or no displacement and required only cast fixation. 
Of the others, 17 were treated by manipulation and 
splint fixation and 31 by traction with or without 
open operation. In the group of patients treated 
by traction, almost half came to us after manipula- 
tive treatment had been tried unsuccessfully else- 
where and often after one or more days’ delay. One 
of these patients, arriving 48 hours after injury 
with severe vascular injury and with fracture blebs 
covering elbow and forearm, went on to develop 
contracture due to ischemia (Volkmann's contrac- 
ture). With this one exception, patients treated by 
traction recovered normal or almost normal func- 
tion without significant deformity, although a result 
study at the end of the growth period is not avail- 
able. 

Among the 31 patients treated by traction at the 
Hitchcock Hospital were 7 in whom traction alone 
was ineffective or in whom complications developed. 
For purposes of discussion these seven problem 
cases can be divided into four groups, not including 
the patient already mentioned who arrived late 
with irreversible soft tissue damage. In comparison 
with other reports of experiences with traction treat- 
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ment for supracondylar fractures, the number is 
unusually large. Since this experience includes some 
problems and some errors not emphasized by others, 
a description of the complications that occurred 
might be of interest and value. 


Complications 


Distraction Resulting in Neurovascular Compli- 
cations.-Two of the seven patients in whom prob- 
lems were encountered exhibited distraction in the 
course of treatment resulting in neurovascular 
complications. 


Case 1.—A 10-year-old boy was admitted to our hospital 
with an unreduced fracture seven days after injury. There 
was massive swelling of the arm. Fracture blebs covered the 
entire anterior surface of the elbow, and there was a com- 
plete radial nerve paralysis. The radial pulse was weakly 
palpable; the circulation of the hand was essentially normal. 

Overhead traction of 8 lb. was applied, and all went well 
for two days. After 24 hours, roentgenograms (fig. 1) showed 
continued overriding of the fragments, but after 48 hours 
(fig. 2), and with no increase in weight, distraction was seen, 
and at this time the patient’s pain, minimal before, became 
severe. The circulation of the hand was poor with loss of 
radial pulse. There was anesthesia of the hand, wrist, and 
forearm, and he was unable to move his fingers. At this 
point, and some three hours from the onset of any symp- 
toms, traction was reduced to 3 lb. Three hours later the 
color and warmth of the hand improved to its previous 
status. Less than perfect position by x-ray was accepted, 
and the traction was maintained until early healing was 
obvious 17 days later. The anesthesia of the hand and fore- 
arm began to improve a few days after this neurovascular 
episode, and full recovery, including motor function, took 
place during eight months (fig. 3). Fifteen months after 
injury, except for a 5-degree loss of flexion, the arm was 
completely normal. 


Case 2.—The second patient illustrating the same danger 
was a 4-year-old boy who had injured his elbow five hours 
before arrival. When he was first seen there was marked 


Fig. 1 (case 1).—Initial roentgenogram showing arm in 
traction, with overriding of fragments, after 24 hours. 
deformity, moderately severe swelling, a weak radial pulse, 
and normal circulation of the hand. Nerve function was in- 
tact. Overhead traction of 6 lb. was applied. Again, all went 
well during the first 24 hours, and, since check roentgeno- 
grams showed continued displacement, the traction was in- 
creased to 7 Ib. Five hours later the patient complained of 


SUPRACONDYLAR FRACTURES—STAPLES 731 


pain and, when examined soon afterward, was unable to 
extend his fingers actively. There was anesthesia of the hand, 
the radial pulse was not palpable, and the hand was cool 
and dusky. Traction was reduced to 6 Ib. and on the next 
day to 4 lb. On the day after this episode, the radial pulse 
again became palpable, though it remained weaker than on 
the well side for a week. Traction treatment was continued 
for three weeks. 


Fig. 2 (case 1).—Roentgenogram showing distraction pres- 
ent after arm had been 48 hours in traction. 


Sensory and motor function began to return some three 
weeks after the injury and was almost normal in seven 
months. Ten months after injury there was full motion of 
the extremity, and except for slight coolness of the affected 
hand and slight intrinsic hand weakness a completely normal 
upper extremity was found. 


Whether these complications represent ischemic 
neuropathy or a combination of nerve and vessel 
injury does not seem to be of as much importance 
as the fact that they occurred during traction treat- 
ment and should be avoided. Distraction is an ob- 
vious fault but one which we did not avoid on these 
two occasions, even though the amount of weight 
used did not, at the time, seem excessive. These 
experiences make us feel strongly that, first, prompt 
reduction in 24 or 48 hours should not be the rule; 
second, initially enough weight should be used only 
to suspend the arm; and, third, any complaint of 
increasing elbow pain should receive prompt at- 
tention. We now seldom use more than 4 lb. at 
first. This is somewhat at variance with other re- 
ports which do not stress this matter, but we do 
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feel that one should start with a small weight and, 
guided by the status of swelling and circulation, 
increase the weight slowly and gradually during 
several days regardless of the duration of the frac- 
ture. As shown in these two patients, a minor de- 
gree of overriding is consistent with a good result 
provided reasonably good alignment is present. 


Fig. 3 (case 1).—Roentgenogram taken six months after 
injury to arm. 


Displacement of Brachial Artery Preventing Trac- 
tion Treatment.—Occasionally the injury may be 
such as to displace the brachial artery so that trac- 
tion treatment alone cannot be safely used. Such 
patients, of whom we had two, should be recog- 
nized and treated promptly. 


Case 3.—A 5-year-old boy arrived untreated two hours 
after injury. The elbow was markedly swollen and held in 
30 degrees of flexion. The radial pulse and skin circulation 
were normal. There was no nerve involvement. After the 
anesthetic had been given we were surprised to find that 
flexion of the fractured elbow (fig. 4) to 45 degrees or even 
long axis traction of the extremity produced obliteration of 
the radial pulse and complete loss of circulation to the hand. 
Happily, by restoring the arm to its original position, the 
circulation soon became normal. 

Exploration of the brachial artery was carried out im- 
mediately through a longitudinal incision, S-shaped to di- 
minish scar contracture. The artery was found to have 
slipped behind the median epicondyle so that it actually 
ran between the two fragments of the humerus ( fig. 5). The 
artery, undamaged, was restored to its proper location. The 
fracture was reduced by manipulation, and the skin only 
was closed, leaving the fascia open. The arm was fixed first 
in a cast and later by overhead traction. Uneventful re- 
covery followed, and on examination four years later there 
was full function and no deformity. 


Case 4.—A 4-year-old girl entered the hospital with a 
widely displaced supracondylar fracture three hours after 
injury. There was marked swelling, a palpable radial pulse, 
and normal hand circulation. There was no obvious nerve 
damage. With the patient under anesthesia it was found 
that elbow flexion to 50 degrees produced immediate loss of 
both radial pulse and of circulation in the hand. After two 
attempts the position of overhead traction could be main- 


SUPRACONDYLAR FRACTURES—STAPLES 


J.A.M.A., Oct. 11, 1958 


tained without loss of pulse or of circulation to the hand. 
This was maintained by 5 lb. of Kirshner wire overhead 
traction. The swelling decreased, and, because of persistent 
displacement and overriding of the fracture, the weight was 
increased to 7 lb on the afternoon of the fifth day. 

Although during the night routine three-hour checks by 
the nursing staff revealed no change, it was noted in the 
morning that the elbow was painful, the radial pulse was 
no longer palpable, and the hand was cool, with loss of 
sensory and motor power in the hand. The traction was re- 
duced to 3 Ib., and in a few hours the circulation again be- 
came normal. During 24 hours there was partial recovery of 
sensory and motor function. 

Exploration of the brachial artery and median nerve was 
carried out two days later. Acute angulation of these struc- 
tures over the distal tip of the proximal humeral fragment 
was found. The artery and nerve were freed, the fracture 
reduced, and a cast applied. The position was held and no 
further complications ensued. Thirteen months after injury, 
except for 5-degrees’ loss of hyperextension, there was full 
motion, no deformity, and normal nerve and blood vessel 
function. In retrospect, it appears that this patient could 
have been better treated if the plan followed with the pa- 
tient in case 3 had been used. 


Persistent Angular Deformity Not Correctible by 
Traction or Manipulation.—There is general agree- 
ment that, although less than perfect position in the 
lateral roentgenograms can be accepted in the 
supracondylar fracture of childhood, vet any seri- 
ous degree of rotatory or angular deformity, par- 
ticularly in the frontal plane, must be corrected.’ 
Open operation and internal cross wire fixation was 
necessary for one of our patients after failure of 
traction and manipulation to correct the deformity. 
At operation a small displaced central fragment 
was found to be the cause of the persistent defor- 
mity. Ten months after operation, except for a 10- 
degree loss of elbow flexion, the arm was normal. 
This is not an easy way to treat these fractures and, 


Fig. 4 (case 3).—Initial roentgenogram showing fracture 


of elbow. 


in our opinion, should be reserved for only those 
patients in whom traction and manipulation have 
failed.° 

Incipient Ischemic (Volkmann's) Paralysis.—We 
agree with Blount* that the absence of a radial 
pulse is not an indication for operation if the skin 
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circulation of the hand is normal. We also agree 
that with inadequate arm and hand circulation, if 
prompt improvement does not follow simple meas- 
ures such as gentle traction or procaine hydrochlo- 
ride (Novocain) blocks of the stellate ganglion, ex- 
ploration of the artery is required immediately. 
Although sometimes resection of a segment of the 
brachial artery is indicated because of persistent 
spasm or thrombosis,” such treatment was not re- 
quired in any patient in our series. 

We have had two patients with inadequate arm 
circulation due to marked brachial artery spasm. 
These patients, seen early and failing to respond 
to simpler measures, were treated successfully by 
exploration, fasciotomy, release of hematoma, and 
traction for reduction and fixation. 


Fig. 5 (case 3).—Diagram showing operative finding of 
artery behind median epicondyle and between two frag- 
ments of humerus. 


Case 5.—One of these two patients, a 5-year-old boy, had 
an interesting problem (fig. 6) in the postoperative period. 
After an operation for the relief of circulatory impairment, 
the patient was fixed in a cast in which the fracture slipped. 
After two days a Kirshner wire was inserted and the arm 
put in the overhead position. The radial pulse immediately 
disappeared, regardless of the amount of traction used. When 
the arm was held horizontal at the side with the elbow in 
30 degrees flexion, the radial pulse again became palpable. 
We believe that this behavior was due to the fact that the 
distal end of the proximal humeral fragment had been widely 
stripped of soft tissue by injury and in the overhead position 
sagged anteriorly, producing brachial artery spasm. A modi- 
fied Dunlop type traction was used, with a 3-lb. pull applied 
by Kirshner wire to the abducted, horizontal arm and with 
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the forearm suspended in 35 degrees of elbow flexion by a 
l-lb. adhesive traction (fig. 7). The further course was 
uneventful. 


After considering the course of this last patient, 
one might infer that the Dunlop type traction is 
preferable. Our limited experience with this type of 


Fig. 6 (case 5).—Initial roentgenogram showing fracture 
of elbow. 


traction allows us to draw no conclusions. No mat- 
ter which type of traction is used, it is clearly dan- 
gerous to assume a carefree attitude. Distraction 
undoubtedly is dangerous whether the arm is hori- 
zontal or vertical, and, if there is critical displace- 
ment of the brachial artery or persistent inadequate 
arm circulation, neither type would be safe. 


Conclusions 


No single method can be used as treatment for 
the badly displaced supracondylar fracture of child- 
hood. Exemplified by our experience, there must 


Fig. 7 (case 7).—Roentgenogram taken after application 
of horizontal traction. 


be careful selection of treatment and constant vigi- 
lance, no matter what type of treatment is used. 
In spite of our problems we still feel that traction 
treatment has an important place in the manage- 
ment of these severe injuries. 
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It is the purpose of this presentation to indicate 
the present status of regional anesthesia, to recount 
some of the recent developments and trends in this 
field, and to suggest its proper role in surgical, 
obstetric, and medical practice in the light of cur- 
rent concepts in anesthesiology. Although the dis- 
cussion would seem hardly worthwhile in an era 
when the “magic mixtures” of muscle relaxants, 
intravenous barbiturates, and gaseous anesthetics 
dominate the scene in American anesthesiology, I 
believe it is a timely topic for reasons which will 
become apparent. A reevaluation of the method is 
particularly important in view of present trends in 
anesthesiology and the differences of opinion 
among anesthesiologists regarding regional anes- 
thesia. It is especially important for surgeons, ob- 
stetricians, and other physicians who are not 
anesthesiologists to realize and appreciate the 
limitations, indications, advantages, and disadvan- 
tages of this method of anesthesia. 


During the past two decades many significant 
changes have been made in anesthesiology, both 
in concept and in clinical practice.’ These changes 
have been due not only to the ever-changing pat- 
terns characteristic of medicine as a whole but to 
certain factors peculiar to anesthesiology itself. Of 
these the most important by far is the increase in 
the number of physicians who have entered this 
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REGIONAL ANESTHESIA—A REAPPRAISAL 


John J. Bonica, M.D., Tacoma, Wash. 


The anesthesiologist should be equally 
skilled in all anesthetic methods, both gen- 
eral and regional. Regional anesthesia is re- 
markably flexible in application. Regional 
blocks of the extremities do not upset the 
systemic water-electrolyte balance, the blood 
chemistry, or the functions of kidney, liver, 
and heart. When used in situations to which 
it is adapted it causes the least possible dis- 
turbance of bodily functions. It affords com- 
plete muscular relaxation which is limited to 
the part involved. While balanced general 
anesthesia is superior to regional techniques 
in major operations on the head, neck, tho- 
rax, and upper abdominal cavity, regional 
anesthesia is particularly useful in operations 
on the lower abdomen, back, extremities, 
and superficial parts of the body and in ob- 
stetrics. It is assumed that the surgeon is ex- 
perienced, skillful, and gentle and that he 
observes the basic principles of good surgical 
technique. To assure the patient of the best 
anesthetic care, both regional and general 
anesthetics must be available to the anes- 
thesiologist, and he should be free to choose 
on the basis of their respective indications 
and limitations. 


From the Department of Anesthesiology, Tacoma General Hospital, 
and Pierce County Hospital. 

Read before the Section on Anesthesiology at the 107th Annual Meet- 
ing of the American Medical Association, San Francisco, June 25, 1958. and 


specialty since World War II, which demonstrated 
emphatically the need for trained anesthesiologists 


precipitated the interest in this field. 
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The recent progress in surgery has further em- 
phasized the urgent need for commensurate im- 
provements in anesthetic care. The advent of 
ultraradical surgical invasion of certain organs, 
which before had been considered forbidden, 
prompted anesthesiologists to hazard procedures 
notable for the liberties taken with vital processes. 
These physiological trespasses, which concern total 
muscular paralysis, marked reduction of blood pres- 
sure and temperature, and asystole, are now con- 
sidered to be justifiable risks which may be taken 
in order to make certain operations possible. 

All these factors have prompted greater scientific 
activity, understanding, and achievement in this 
relatively new field. The trial and error methods 
have been replaced by well-directed laboratory and 
clinical research into respiratory, cardiovascular, 
and other physiological functions. There has en- 
sued a remarkable augmentation of knowledge of 
the alterations anesthesia produces in them and of 
ways and means to minimize the effects. This 
knowledge, in turn, has prompted revisions of nu- 
merous concepts of anesthetic management and has 
resulted in the development of many new agents, 
techniques, and methods. 

One of the outstanding developments, and the 
one which next to the advent of the anesthesiologist 
is the most significant, is the full appreciation by 
most seriously thinking surgeons, obstetricians, and 
anesthesiologists of the concept that the adminis- 
trator is far more important than the drug, tech- 
nique, or method being employed. Critical evalua- 
tion of various methods has reemphasized that in 
the hands of the skilled physician any method may 
be employed to the advantage of the patient. Differ- 
ences in indications, advantages, disadvantages, 
and complications of various techniques have be- 
come significantly less important than before. 

All of these factors have had a profound effect on 
the practice of regional anesthesia, and they indi- 
cate an obvious need for reassessment of the 
method in order to place it in proper perspective. 
The following opinions are based on experience 
gained by personal administration, supervision, and 
teaching of all methods of anesthesia during the 
past 15 years and by recent observations of prac- 
tices carried out in many medical centers in the 
United States and abroad. 

Current Trends in Regional Anesthesia 

In recent years there has been a marked decrease 
in the use of regional anesthesia, particularly in 
surgery.’ There are several reasons, but foremost is 
the high standard obtained in general anesthesia, 
making it more suitable for poor-risk patients. 
Formerly, if a trained anesthesiologist was not avail- 
able, poor-risk patients were operated on under 
regional anesthesia administered by the surgeon, 
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with untrained personnel or an anesthetist techni- 
cian in attendance; now, in these circumstances, 
general anesthesia is administered. 

In the excitement of knowing about and of taking 
part in the many developments in balanced anes- 
thesia, anesthesiologists have neglected the regional 
technique. Teachers have justifiably emphasized the 
great importance of general anesthesia, but in doing 
so they have slighted regional techniques. As a 
result, many physicians have finished their training 
in anesthesiology with little or no experience with 
this method. In their practice they feel uncertain 
about it, and rather than risk a failure they use 
general anesthesia instead. This is unfortunate, in- 
deed, because the well-trained anesthesiologist 
should be able to administer all forms of anesthesia 
equally well. 

Drugs.—Despite these trends, there have been a 
number of new developments in regional anesthesia. 
One of the most significant of these has been the 
adoption of standardized methods of clinically 
evaluating local anesthetic drugs.* This develop- 
ment has been prompted by the realization that, 
while laboratory experimentation in animals is an 
essential prerequisite for development of a drug, 
the data obtained by such experiments can only be 
used as a crude yardstick and must be substantiated 
in clinical trials on human beings. This is par- 
ticularly applicable to local anesthetic agents, since 
these are administered by several routes and by 
numerous techniques, which variations are ac- 
companied by variations in therapeutic or toxic 
effects. The procedures now adopted include, 
among others, proper statistical design and stand- 
ardization of the study prior to initiation of the 
clinical trial, the use of a standard of reference 
(procaine), and the use of unknowns (the “blind” 
technique). The essential characteristics of local 
anesthetic drugs which require clinical evaluation 
include potency, latency or the time of induction, 
penetrance and extension, duration, and toxicity. 
These characteristics must be studied with each of 
the regional anesthetic procedures carried out under 
standardized conditions. 

Clinical evaluation under these conditions has 
revealed that the newer drugs, lidocaine (Xylo- 
caine ) hydrochloride, chloroprocaine ( Nesacaine ) 
hydrochloride, hexyleaine (Cyclaine) hydrochlo- 
ride, and propoxycaine (Blockain) hydrochloride 
have certain advantages over procaine which war- 
rant their clinical use.* Chloroprocaine is the most 
rapid-acting agent; lidocaine and hexyleaine are 
almost as rapid. Procaine, piperocaine ( Metycaine ) 
hydrochloride, and parethoxycaine ( Intracaine) 
hydrochloride may be considered to have action of 
intermediate rapidity, and tetracaine ( Pontocaine ) 
hydrochloride and dibucaine (Nupercaine ) hydro- 
chloride are slow-acting. Concerning penetrance or 
ability to spread by penetrating fascial and other 
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tissue barriers, lidocaine is the most effective, with 
chloroprocaine and hexylcaine second; procaine, 
tetracaine, piperocaine, parethoxycaine, and dibu- 
caine have fair to poor penetrance. Concerning 
duration of action, procaine, chloroprocaine, and 
piperocaine may be considered as drugs of short 
duration (approximately one hour), parethoxy- 
caine, hexylcaine, and lidocaine as drugs of inter- 
mediate duration (one and one-half to two hours ), 
and tetracaine and dibucaine drugs of long 
duration (over two hours). 

Another important development is the realiza- 
tion that in order to evaluate a local anesthetic 
drug it is necessary to consider the “corrected 
toxicity ratio” and not the absolute toxicity. In other 
words, if a certain drug is 10 times as toxic as the 
standard drug procaine (of which the relative 
toxicity ratio is 10) but can be employed in one- 
twentieth the dose of the standard drug (of which 
the relative potency ratio is 20) with equal effec- 
tiveness, then its toxicity is actually one-half that 
of the standard drug and the corrected toxicity ratio 
is 0.5 and the anesthetic index 2. Extensive clinical 
evaluation of various local anesthetic drugs with 
procaine does not bear out the often quoted state- 
ment that procaine is the least toxic of all anesthetic 
agents.* This misconception, which is based on 
animal experimentation in which toxicity was 
evaluated by one form of injection (usually the 
intravenous route) and potency by another (sub- 
cutaneous ) has misled many clinicians into believ- 
ing that procaine is innocuous. A number of other 
drugs, but particularly tetracaine and chloropro- 
caine, when employed in equal concentrations, 
produce significantly less incidence of toxic reac- 
tions than does procaine.‘ At the same time chloro- 
procaine affords the advantage of producing an 
analgesia which is much more rapid and tetracaine 
that of anesthesia of longer duration. 

It is obvious that each of the local anesthetic 
drugs presently available for clinical use has de- 
sirable properties which may indicate it for a 
specific circumstance. It needs to be emphasized 
that there is no local anesthetic agent which is so 
superior to all the others as to warrant its exclusive 
use. Moreover, it is necessary that: the clinician 
know the characteristic of each drug in order for 
him to be able to select the optimal drug in each 
circumstance. Thus, if it is desirable to have a drug 
with low toxicity, rapid onset, and short duration, 
chloroprocaine is the anesthetic of choice. If rapid- 
ity of onset is not important, tetracaine or dibu- 
caine are by far the best agents. When properly 
employed (optimal concentration and optimal 
volume ) tetracaine and dibucaine are no more toxic 
than most other local anesthetic drugs. The validity 
of this statement is obvious when one considers that 
tetracaine and dibucaine have been used for saddle 
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block and other techniques or subarachnoid (spinal) 
block in millions of cases without significant neuro- 
logical or other sequelae. 

There has been a trend to abandon the use of 
hyaluronidase for enhancement of the spread of 
local anesthetic solution because results have been 
disappointing. Although this agent does hasten the 
onset of infiltration, topical, and extradural anes- 
thesia, it does not so consistently increase the num- 
ber of successful regional nerve blocks as had been 
hoped, and at the same time it markedly increases 
absorption with a consequent shortening of the 
duration of anesthesia and an increase of toxic 
reactions. 

The use of Efocaine (an anesthetic mixture, with 
1% procaine, 0.25% procaine hydrochloride, and 5% 
butyl-p-aminobenzoate in solution) has been 
abandoned in most clinics because of the serious 
neurological complications which have occurred 
after its injections. Oil solutions, long claimed to 
produce prolonged block, have been abandoned 
because of poor results and high incidence of in- 
flammatory reaction, separation, and _ necrosis. 
Phenol and alcohol have been employed as neuroly- 
tic agents successfully to produce prolonged inter- 
ruption, but their use is not without risk since it is 
frequently followed by neuralgic pain and other 
manifestations of chemical neuropathy.‘ 

Techniques.—Since the advent of muscle relax- 
ants, the use of spinal anesthesia, which formerly 
enjoyed an eminent status for surgery performed 
below the diaphragm, has declined considerably. A 
number of factors have been responsible for this 
decline: the surgeon no longer administers spinal 
anesthesia in the absence of trained personnel, and 
certain misconceptions concerning serious neurolo- 
gical sequelae have arisen. Since this method has 
been covered by another speaker, I will do no more 
than emphasize that when properly employed it 
constitutes one of the most practical and safest 
forms of anesthesia. Notwithstanding the mislead- 
ing reports of (poorly conducted) clinical surveys 
which tend to show that the incidence of serious 
neurological complications is still frighteningly high, 
its safety has been definitely demonstrated by 
well-controlled studies.° These studies have re- 
vealed that complications attributable to the anes- 
thesia were extremely rare after spinal anesthesia 
and that the mortality was significantly lower than 
that recorded after general anesthesia. The use of 
needles of smaller diameters and better drugs, the 
widespread adoption of dry heat and autoclaving to 
sterilize the spinal anesthetic agents, and general 
improvement in techniques have lowered the inci- 
dence of complications almost to a minimum. The 
safety of spinal anesthesia is further attested by its 
widespread adoption for the provision of relief of 
pain of childbirth in many millions of mothers 
without significant incidence of serious compli- 
cations.” 


dy 
rr 
- 


Vol. 168, No. 6 


In the past several years there has been an in- 
crease in the use of spinal epidural blocks in 
America, probably as a result of the aforementioned 
unjustified resentment against spinal anesthesia and 
the desire of some physicians to find a suitable 
substitute for it. Since in this technique the dura is 
not punctured and the solutions are not injected 
directly into the subarachnoid space, headaches and 
cranial nerve palsies do not occur and the hazards 
of neurological sequelae theoretically do not exist. 
Moreover, in some instances a limited segmental 
block of the lower thoracic and lumbar regions 
suffices, so that the undesirable cardiovascular and 
respiratory effects are less and postanesthetic dys- 
function of the bladder, rectum, and lower extrem- 
ity is avoided.* 

Since epidural block requires only one puncture, 
it has significant advantages over multiple inter- 
costal, paravertebral, and peripheral nerve blocks. 
It is also preferred to extensive local infiltration or 
field blocks because it provides more complete 
analgesia and muscular relaxation and requires less 
anesthetic drug, does not distort tissues, and does 
not interfere with the postoperative repair. The 
potency, penetrance, and rapid action of chloropro- 
caine, lidocaine, and hexylcaine have minimized 
such disadvantages of extradural block as slow onset 
and inadequate relaxation, and their use has there- 
fore become widespread. The feasibility of placing 
an indwelling catheter into the extradural space 
has further extended the clinical utility of this 
technique and has augmented its superiority over 
other regional techniques which require multiple 
punctures. The continuous technique not only 
affords much better control of duration, intensity, 
and extent of block but permits the continuation of 
analgesia into the postoperative period for relief of 
severe pain. The fact that the catheter does not 
come into contact with nerve elements and that the 
danger of exposing them to the constant irritation of 
a foreign body is eliminated constitutes a significant 
advantage of this technique over that of continuous 
spinal anesthesia. 

On the other hand, epidural block is more diffi- 
cult to carry out, and there is consequently a great- 
er incidence of failure than with spinal anesthesia. 
Notwithstanding these disadvantages, it can be 
stated that epidural block in certain circumstances 
where a segmental block is adequate, such as 
chordotomy or inguinal and femoral herniorrhaphy, 
offers advantages to the patient and surgeon. 
Peridural analgesia is also useful in the control of 
the pain of the first stage of labor and in the pro- 
vision of anesthesia for vaginal or abdominal de- 
livery. But the greatest use of this technique is as a 
diagnostic-therapeutic tool in the management of 
various medical disorders.” 
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The use of single-dose and “continuous” caudal 
anesthesia in obstetrics has steadily increased, while 
for surgery it has decreased. The trend in surgery 
is due to the increasing use of general anesthesia 
and spinal epidural block. 

Peripheral nerve blocks, including block of the 
brachial plexus, sciatic, and femoral nerves, have 
been used less, as have all other regional tech- 
niques, since the advent of muscle relaxants and in- 
travenously given barbiturates. However, the 
decrease has not been as great as with some other 
techniques, because the value of regional anes- 
thesia for the surgery of extremities is recognized. 

Paravertebral blocks, which were formerly used 
in combination with light general anesthesia in 
poor-risk patients undergoing neck, thoracic, or 
abdominal surgery, have been almost completely 
abandoned. This has been due to improvement in 
general anesthesia, more frequent use of segmental 
epidural block, and a greater appreciation of the 
complications (hypotension and pneumothorax) 
and hazards (total spinal anesthesia) inherent in 
paravertebral blocks, especially in the thoracic 
region. The high incidence of these complications 
has also discouraged the use of this technique as a 
diagnostic and therapeutic procedure. 

The advantages of field block or local infiltration 
for minor surgery are still appreciated and account 
for the widespread use of these techniques in gen- 
eral practice. Cranial nerve blocks for surgery were 
never very popular, and at the present time they 
are rarely performed, except in unusual circum- 
stances. 

There have been very few changes in the clinical 
use of topical anesthesia, which continues to be 
widespread for various endoscopic procedures and 
operations on the mucous membranes in the body. 
A number of new topical anesthestic agents have 
been employed extensively because of specific ad- 
vantages. These include lidocaine and hexylcaine, 
which have a rapid and profound action. 


Applications of Regional Anesthesia—Reappraisal 


In considering the clinical application of any 
method of anesthesia and evaluating its proper 
role, it is essential to remember certain premises 
and precepts. The most fundamental of these is that 
the desired effects in anesthesia are always ob- 
tained at a price exacted from the patient in the 
form of physiological deviations or depletions. It 
is the primary mission of the anesthesiologist to 
select indicated agents and techniques and employ 
them in such a manner as to cause the least degree 
of disturbance to bodily functions. How effectively 
he discharges such a grave responsibility depends 
primarily on his judgment, skill, and experience. It 
bears reemphasis that the agent or technique is of 
secondary importance to the administrator. On the 
other hand, it is also true that, in the hands of one 
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equally skilled with all anesthetic methods, in cer- 
tain circumstances there is one method which is 
superior to all others. 

These are fundamental principles of the modern 
practice of anesthesia which are well known but, 
unfortunately, are frequently neglected, especially 
in the consideration of regional anesthesia. The 
nonspecific manner with which some writers have 
attempted to evaluate this method is one of the 
most notable factors which have contributed to 
improper application, poor results, and consequent 
disuse. It has often been stated without qualifica- 
tion that regional anesthesia disturbs the physiology 
of patients much less than general anesthesia, as if 
this rule applied to all circumstances regardless of 
the patient’s condition, the extent of the anesthesia 
required, and the type and magnitude of the opera- 
tion. I believe this is a fallacious approach for the 
evaluation of any method, but particularly of re- 
gional anesthesia, because its flexibility of applica- 
tion and diversibility of effects prohibit generalities 
concerning its clinical use. 

In the following discussion, it is assumed that the 
anesthesiologist is equally competent in administer- 
ing general and regional anesthesia. Moreover, it is 
assumed that the surgeon has the necessary experi- 
ence, exercises skill and gentleness, and observes 
other basic principles of good surgical technique. 
Certainly, regional anesthesia should not be con- 
sidered if these conditions do not exist. Moreover, 
the patient’s age and physical status should be 
considered. Regional anesthesia may be employed 
to advantage in infants and children provided they 
are psychologically prepared and given proper 
medication. Elderly patients are good candidates 
provided the technique does not entail extensive 
vasomotor paralysis. It is mandatory that candidates 
for this or other forms of anesthesia be selected with 
the greatest care, that they be so prepared that 
they are in optimal psychological and physiological 
condition, and that the procedure be carried out 
with a degree of skill that comes only with mature 
experience. 

Regional Anesthesia for Operations in the Head 
and Neck.—Improvements in intravenous and in- 
halation anesthesia and the widespread use of the 
endotracheal tube have obviated much of the need 
for regional anesthesia for major operations of the 
head and neck. General anesthesia spares the pa- 
tient the psychological stress peculiar to major 
operations in this region; the use of the endotracheal 
tube assures him a patent airway; and the anes- 
thesiologist, while still keeping away from the field 
of operation, has better control of the patient. 
These considerations are particularly important in 
most intracranial operations and extensive pro- 
cedures of the face, nose and paranasal sinus, 
mouth, and throat. Because of multiple innervations 
of many of these structures, such operations often 
require block of several nerves which are deeply 
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located near vital structures, thus making regional 
anesthesia much more time consuming, more diffi- 
cult, and more hazardous than general anesthesia. 

There are a number of clinical applications for 
local and regional anesthesia worthy of considera- 
tion. Lacerations of the scalp and simple depressed 
fractures in the presence of probable intracranial 
damage are best managed by the regional method. 
The value and necessity of regional anesthesia for 
craniotomy in patients in whom it is necessary to 
localize lesions prior to the excision of the cerebral 
cortex for epilepsy is well established. In post- 
traumatic operations on the face, maxilla, and 
throat, it may be advantageous to have the patient 
awake with an active laryngeal and swallowing 
reflex. Such is the case in simple fractures of the 
jaw which require wiring, in tracheotomy for 
supraglottic obstruction, and in helping to demon- 
strate an esophageal diverticulum. Many surgeons 
still prefer the patient to be awake and talking in 
order to help detect damage to the recurrent laryn- 
geal nerve during thyroidectomy and other opera- 
tions on the neck. 

Because of the advantages they afford the pa- 
tients, local infiltration and topical anesthesia have 
maintained their primary position for many opera- 
tions on the eye and for the simpler procedures in- 
volving the nose and contiguous structures. Infiltra- 
tion anesthesia remains the method of choice for 
tonsillectomy in adults. Most small lesions on the 
tongue, lip, and face are still being removed and 
numerous plastic operations are being performed 
with local, field, or nerve block. Simple operations 
of the neck may be performed with bilateral cer- 
vical plexus block. 

Regional Anesthesia for Operations in the Ex- 
tremities.—Regional anesthesia has its greatest use- 
fulness in surgery for patients who require operation 
of the extremities because it affords more significant 
advantages for this purpose than for any other sur- 
gical application. This is particularly true of 
brachial plexus block for surgery of the upper 
extremity and sciatic-femoral block for the lower 
extremities. It is also true of blocks of median, ulnar, 
and radial nerves at elbow or wrist and of block 
of the peroneal or tibial nerves at knee or ankle. 
When properly administered and effective for the 
duration of the operation, these techniques provide 
conditions which cannot be matched by any other 
form of anesthesia. The outstanding advantage is 
that they tax the physiological economy of the 
patient less than does general anesthesia, since they 
involve only a limited area and do not interfere 
with the function of other organs or structures. 

By producing a transient “physiological section” 
of the nerves supplying the involved extremity, 
these techniques effect specific and complete sen- 
sory blockade and thus protect the central nervous 
system against noxious impulses that may have 
deleterious effects. That such is not the case with 
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general anesthesia has been shown by electroen- 
cephalographic studies, which indicate that affer- 
ent impulses continue to reach the central nervous 
system even when the patient is in deep general 
anesthesia.’ 

If muscular relaxation is necessary, complete 

paralysis may be effected, but, unlike that produced 
by deep general anesthesia or muscle relaxants, it 
is limited to the extremity and does not interfere 
with muscles of respiration. This precludes the need 
for controlled or assisted respiration and obviates 
the consequent cardiovascular disturbances. The 
concomitant sympathetic block may prove of value 
in some patients. 
- Regional blocks of the extremities do not affect 
electrolytes, fluids, blood chemistry, or the func- 
tions of the kidney, liver, or other parenchymatous 
organs, nor do they depress the myocardium and 
peripheral vascular bed as do barbiturates and 
most inhalation agents even when administered 
properly.'* These considerations are important in 
any patient, but particularly in the so-called poor- 
risk patient, who may not tolerate the stress im- 
posed by general anesthesia. Patients who present 
complicating conditions, such as shock, cardiac, 
pulmonary, hepatic, and renal diseases, diabetes, 
cerebrovascular disorders, and chest and head in- 
juries, are usually able to withstand the necessary 
surgery of the extremities with regional block better 
than with narcosis. Clinical studies have demon- 
strated that mortality and morbidity after regional 
anesthesia are considerably less than after general 
anesthesia." 

The method under discussion is particularly ap- 
plicable in older patients and in urgent situations 
when little is known about the patient or when it is 
necessary to operate on a patient with a stomach 
full of undigested food. Whenever fluoroscopy or 
x-ray is a necessary adjunct to the surgical proce- 
dure, regional anesthesia eliminates the danger of 
explosions, respiratory depression, or obstruction in 
the darkened room and the patient is able to co- 
operate with the surgeon. 

One of the most significant advantages of regional 
anesthesia of the extremities is the minimal post- 
anesthetic nausea and vomiting and the immediate 
postoperative analgesia made possible by the use 
of one of the longer-acting local anesthetic agents, 
such as tetracaine. The accompanying sympathetic 
block during this period may prove of value in the 
prevention or minimization of postoperative reflex 
sympathetic dystrophy. All these factors permit 
earlier ambulation and oral feeding and consequent- 
ly decrease the incidence of postoperative pul- 
monary, gastrointestinal, and thromboembolic com- 
plications. 

The disadvantages of regional anesthesia are the 
slightly slower onset of action, failures in providing 
complete anesthesia, and complications which occa- 
sionally occur. Chloroprocaine, lidocaine, and hexyl- 
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caine, because of their rapid action and superior 
penetrating powers, have decreased the first two 
disadvantages, but they still exist. With experience 
and care complications should be minimal. Pneu- 
mothorax occurs with brachial block, while post- 
block neuropathy occurs only if the nerves are 
injured and if high concentrations of the anesthetic 
are used. 

{It hardly needs to be emphasized that the sig- 
nificance of these advantages and disadvantages 
depends primarily on the ability of the anesthesi- 
ologist. For example, there is little doubt that a 
brachial plexus block skillfully administered to an 
elderly patient with emphysema who is to have a 
complex reconstructive operation of the hand which 
will take several hours provides advantages which 
cannot be duplicated by any method of general 
anesthesia. On the other hand, the same procedure 
improperly performed by one who is quite or rela- 
tively unacquainted with the technique and who 
misses the target, thereby producing inadequate 
analgesia and puncture of the apex of the lung, will 
cause far more harm to the patient than several 
hours of deep general anesthesia. 

Extradural block, effected either via the sacro- 
coccygeal hiatus (caudal anesthesia) or by the 
spinal epidural route, provides, as previously men- 
tioned, the advantages of peripheral nerve block 
and of subarachnoid block without most of their 
disadvantages. The continuous technique may be 
employed to produce sympathetic block and relief 
of pain during the preoperative and postoperative 
periods, as well as surgical anesthesia in patients 
with vascular disorders (embolism) or severe trau- 
ma.*” Single-dose or fractional subarachnoid block 
anesthesia limited to the lumbar and sacral seg- 
ments is, of course, simpler to execute and pro- 
duces more rapid anesthesia than epidural 
anesthesia. It is the most common regional tech- 
nique employed for surgery of the lower extremity. 

Operations on the Chest.—Minor operations in- 
volving the breast or other structures of the chest 
wall may be best performed with regional anes- 
thesia, especially in aged or seriously ill patients. 
This method is also preferable when the patient 
is to be prone or in any other operative position 
that makes the use of an endotracheal tube neces- 
sary. In such cases, field block or intercostal block 
or both, if completely adequate for operation, are 
preferable to segmental epidural or subarachnoid 
block. Regional anesthesia, usually in the form of 
paravertebral-brachial plexus-infiltration block, is 
still the favorite method for thoracoplasty in many 
thoracic surgical centers.'" 

During the past decade, numerous writers have 
described and advocated various regional anesthesia 
techniques, high and segmental subarachnoid block 
and segmental epidural block, in particular, as the 
primary method of anesthesia for thoracoplasty, 
pulmonary surgery, and other intrathoracic opera- 
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tions.” Among the advantages of regional anesthesia 
cited by most of its advocates are the facts that the 
risk of explosion is eliminated, bleeding is less, 
the movement of the lungs and their intrathoracic 
structures is minimized since reflexes are retained 
by the patient, secretions are better controlled, and 
the spread of disease is reduced. It is also claimed 
that postoperatively the conscious patient has less 
respiratory depression, nausea, vomiting, and mor- 
bidity and requires less nursing care. 

In spite of their virtues, none of these procedures 
has been employed widely. Experience in our 
clinics with each of them and with general anes- 
thesia in over 600 patients suggests that these 
advantages are more apparent than real. In spite 
of intensive psychological preparation, adequate 
premedication, and complete analgesia, the patients 
operated on in our clinics with only regional anes- 
thesia became apprehensive when the chest was 
opened; they later became restless, began to move, 
and interfered with the surgeon’s task, and they 
frequently developed paroxysms of cough when the 
bronchial tree was manipulated. Moreover, many of 
the patients who had epidural or subarachnoid 
block developed a degree of hypotension which 
caused concern and required treatment. 

In my opinion, patients undergoing intrathoracic 
operations do better with modern balanced anes- 
thesia, which affords optimal operating conditions 
for the surgeon and better control of the patient 
by the anesthesiologist. Postoperative results con- 
cerning incidence of spread, morbidity, and mor- 
tality that were obtained with the general method 
in patients with tuberculosis operated on in our 
clinics have been better than those reported by the 
advocates of regional anesthesia. 

Abdominal Operations.—The greatest decrease in 
the use of regional anesthesia has occurred in 
surgery of the abdomen. For years spinal anesthesia 
was considered the peerless method for intra- 
abdominal surgery because it provided optimal 
operating conditions. Muscular relaxation, un- 
equalled by that achieved even by very deep 
general anesthesia, contracted intestines, quiet 
operating field and diminished bleeding, minimal 
or no effects on electrolytes, body fluids, acid-base 
balance, liver, kidneys, and other parenchymatous 
organs, and absence of depression of the respiratory 
center were often cited as some of the advantages 
of this method over general anesthesia. The same 
advantages have also been claimed for spinal 
epidural block, caudal anesthesia, and_ bilateral 
intercostal-posterior splanchnic block, which, 
though used with much less frequency than spinal 
anesthesia, have been advocated as substitutes for 
subarachnoid block. Field or intercostal block in 
combination with light general anesthesia has also 
been advocated for intra-abdominal operations, 
especially in elderly or poor-risk patients. 
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But while these benefits of regional anesthesia in 
intra-abdominal surgery have long been recognized 
and may be cited as arguments favoring its use, 
each of these techniques presents certain disad- 
vantages which have been important factors in 
their replacement by general anesthesia in most 
surgical clinics. Since these procedures, except for 
field and intercostal block, interrupt all of the vaso- 
motor segments which supply the splanchnic region, 
a moderate to severe hypotension usually results. 
In addition, there is paralysis of the lower inter- 
costal muscles and consequent diminished tidal 
exchange, which admittedly may be compensated 
by the conscious patient. Moreover, many patients 
undergoing operation on the viscera of the upper 
abdomen, particularly the stomach, frequently ex- 
perience discomfort and develop retching, vomiting, 
hiccoughs, and occasionally cardiovascular and 
respiratory disturbances. These reflex responses are 
due, of course, to stimulation of unanesthetized 
sensory pathways associated with the phrenic, 
vagus, and sympathetic nerves consequent to ex- 
ploration of or traction on the viscera. They can be 
obviated by injecting these structures with a local 
anesthestic, but, unfortunately, many surgeons are 
not adept with these procedures or do not want to 
bother with them, so that it then becomes necessary 
to administer light general anesthesia and to use an 
endotracheal tube. The general anesthetic depresses 
the respiratory center and homeostatic mechanisms 
so that respiratory compensation is diminished and 
it then becomes necessary to assist ventilation. In 
such instances the use of regional anesthesia is still 
advantageous since less general anesthesia is neces- 
sary than in its absence and thus spontaneous, albeit 
depressed, respirations are retained. Nonetheless, 
these disadvantages of regional anesthesia (ex- 
tensive intercostal paralysis, hypotension, frequent 
occurrence of discomfort, and retching ), considered 
together with the advantages of the improved 
techniques of balanced general anesthesia, decrease 
markedly the disparity which formerly existed be- 
tween the two. It is no longer a matter of compar- 
ing the profound depressant effects on the 
peripheral vascular bed, liver, kidneys, and heart 
of deep ether anesthesia administered for two or 
three hours for a gastrectomy with the effects of 
three-hour subarachnoid or peridural block. 

In trying to select the best method for a patient, 
the anesthesiologist must compare the potential 
hazards inherent in the prolonged use of muscle 
relaxants with the potential hazards and possible 
disadvantages of the regional anesthetic. If the 
anesthesiologist is capable of administering both 
methods equally well, the patient and surgeon are 
the deciding factors. If the surgeon is gentle in ex- 
ploring the upper abdomen and in placing traction 
on the stomach, gallbladder, or other viscera, and if 
the patient’s condition does not contraindicate an 
extensive vasomotor block, regional anesthesia offers 
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some advantages. On the other hand, if the habits 
and behavior of the surgeon are such that the pa- 
tient is likely to experience physical and mental 
discomfort during most of the operation, it is far 
better to use general anesthesia from the beginning. 
Whether muscular relaxation is to be attained with 
a’ regional block or with muscle relaxants depends 
on the skill and experience of the anesthesiologist 
and the cardiovascular status of the patient. Cer- 
tainly, if the patient has shock, hypovolemia, or 
marked arteriosclerosis, it is best to avoid regional 
block because, although by using vasopressors one 
can maintain the blood pressure, these patients fare 
much better with properly administered balanced 
anesthesia. 

Although some points made in the preceding 
paragraphs apply to the use of regional anesthesia 
for surgery of the lower abdomen, there are sig- 
nificant differences that make this technique one of 
the better anesthetic procedures for operations in 
this region. Operations in the lower abdomen usual- 
ly do not entail stimulation of the vagus and other 
unanesthetized sensory nerves. Moreover, it is not 
necessary for analgesia to extend above the seventh 
or sixth thoracic neurotome, so that there is sig- 
nificantly less incidence of severe hypotension and 
intercostal muscle paralysis. Regional anesthesia 
may be used to advantage in patients who require 
appendectomy, operations involving the jejunum, 
ileum, cecum, and colon, hysterectomy and other 
gynecologic procedures, cesarean section, and some 
urologic operations. On the other hand, in renal 
surgery the trend is to avoid regional techniques, 
such as spinal, segmental epidural, and paraverte- 
bral blocks, and to employ general anesthesia with 
an endotracheal tube, because the respiratory im- 
pairment consequent to the operative position 
and/or surgical pneumothorax requires assisted or 
controlled respiration. 

Proper application of regional anesthesia for 
operations on the abdominal wall require experience 
and care. Small lesions may be removed with the 
patient under field block anesthesia and simple 
hernias repaired with use of intercostal block, pro- 
vided there is no need for intra-abdominal manipu- 
lations. Extensive herniorrhaphy of the upper 
abdominal wall may be performed with the patient 
under spinal (subarachnoid) or epidural block 
anesthesia, but, if the patient’s condition requires 
the avoidance of hypotension, it is best to use 
general anesthesia. On the other hand, operations 
on the abdominal wall below the umbilicus and in 
the inguinal and femoral regions constitute impor- 
tant clinical applications of regional anesthesia. 

Operations on the Spine and Adjacent Structures. 
—Spinal anesthesia with use of hypobaric solution 
has for many years been considered the procedure 
of choice for operations on the spinal column be- 
cause it obviates the many problems inherent in 
general anesthesia administered to patients in the 
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prone position. The same claims have been made 
recently for spinal epidural block anesthesia. These 
procedures provide excellent analgesia for laminec- 
tomy in the lumbar and thoracic region and thus 
obviate the need for general anesthesia sufficiently 
deep to permit the introduction and maintenance of 
an endotracheal tube. Paravertebral block anesthe- 
sia is more difficult and time consuming for this 
purpose; it requires multiple punctures, and the 
results are less predictable. Since the regional meth- 
ods do not affect the respiratory center, the patient 
is able to overcome the decrease in tidal exchange 
consequent to being in the prone position. 

Segmental epidural block is by far the best anes- 
thetic method with which to perform chordotomy 
(spinothalamic tractotomy ). The segmental type of 
anesthesia provides analgesia for the conscious pa- 
tient and optimal operating conditions for the 
surgeon, affording him an unparalleled opportunity 
for repeatedly testing sensations in the lower portion 
of the body during the course of the incision of the 
anterolateral quadrant of the spinal cord. 

Perineal Operations.—Despite the general trend 
to use less regional anesthesia in surgery, this 
method has maintained its primary position for 
surgery of the perineum and of the lower urinary, 
intestinal, and genital tracts. Spinal anesthesia and, 
to a lesser extent, caudal and spinal epidural block 
are considered the procedures of choice for transu- 
rethral, perineal, and suprapubic resections of the 
prostate, for operations involving the urinary 
bladder, and for gynecologic procedures on the 
perineum. Since most of these procedures are done 
on elderly patients whose pulmonary, cardiovascu- 
lar, hepatic, and renal function and electrolyte fluid 
and acid-base equilibrium are already burdened by 
age, a regional block limited to the lumbar and 
sacral neurotomes provides benefits in the form of 
lack of physiopsychological effects unmatched by 
those of general anesthesia. The use of the con- 
tinuous technique enhances this method. 

So-called saddle block anesthesia, produced 
either by injections of hypobaric or hyperbaric 
solutions into the subarachnoid space or by injec- 
tions into the sacral cana! (caudal block) or lower 
lumbar epidural space, is also considered the meth- 
od of choice for anorectal operations, especially 
when the prone, or Buie “jackknife” positions are 
used. The hazards of inhalation anesthesia em- 
ployed in these positions without the benefit of an 
endotracheal tube are obviated by the regional 
method. Transsacral and lumbar paravertebral 
block has the aforementioned disadvantages of 
paravertebral block and is warranted only when 
other regional techniques cannot be completed in 
patients in whom general anesthesia is contra- 
indicated. 

In recent years, the advantages of regional anes- 
thesia in obstetrics have become fully appreciated. 
This method not only offers the aforementioned 
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benefits for the mother but does not produce fetal 
depression. These benefits are particularly important 
in premature births and with cesarean sections. 
Moreover, regional anesthesia is the method of 
choice for the patient with a stomach full of un- 
digested food. 

Summary 


In properly selected cases, regional anesthesia 
offers advantages to the patient and the physician 
which are difficult to duplicate with general anes- 
thesia. It is particularly useful in emergencies and 
in operations of the extremities, lower abdomen, 
back, and superficial parts of the body. It produces 
less physiological disturbances during the operation 
and fewer postoperative complications. In obstetrics 
it may be preferred because of the benefits derived 
by the mother and infant. It offers the surgeon and 
obstetrician optimal operating conditions. 

In order to obtain good results with regional 
anesthesia, it is essential to have thorough knowl- 
edge of neuroanatomy, the various block tech- 
niques, the pharmacological properties of the local 
anesthetic drugs, and possible complications with 
prophylaxis and treatment. Proper psychological 
and pharmacological preparation of the patient is 
important. Regional anesthesia is particularly useful 
as a diagnostic, prognostic, and therapeutic tool in 
the management of intractable pain and various 
other medical disorders. 

Modern balanced general anesthesia, consisting 
of light inhalation and/or intravenous anesthesia 
and muscle relaxants, is superior to regional tech- 
niques in major operations of the head, neck, and 
intracranial cavity, in pulmonary surgery, and in 
other major operations within the chest. Balanced 
general anesthesia is more practical in the surgery 
of the upper abdominal cavity than regional anes- 
thesia. In addition to providing better operating 
conditions for the surgeon, this method obviates 
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discomfort and certain complications, such as hypo- 
tension and hypoventilation, which are particularly 
important problems in poor-risk patients. 
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TAXIC FORM OF POLIOMYELITIS.—The early descriptions of poliomyelitis, 
which led to the final differentiation of this infectious disease, sometimes in- 


. . Mild ataxic symptoms and 


ness. The purely ataxic form of this disease has been practically discarded by all 
modern authorities and is almost completely omitted from mention in current text- 
books and discussions of clinical symptomatology. . . . Ataxic symptoms, and most 


especially sharply unilateral ataxia, are most uncommon in poliomyelitis. . 


widespread inflammatory involvement of the central nervous system that occurs in 
poliomyelitis may be accompanied by many bizarre and unusual symptoms. The 
clinical picture of a patient is briefly detailed, simply to illustrate the occurrence of 
severe unilateral ataxia and signs of cerebellar involvement in a patient who pro- 
ceeded to have on the opposite side of the body eventual paralysis of the tibialis 
anterior, typical of the late residual of poliomyelitis. The occurrence of coincidental 
and classical severe poliomyelitis in her 16 year old son lends almost unmistakable 
evidence of the nature of the pathogen.—E. B. Shaw, M.D., Ataxic Form of Polio- 


myelitis, Journal of the American Medical Women’s Association, December, 1957. 
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Since the introduction of agents that produce 
therapeutic hypoprothrombinemia, a search has 
been made for a smooth-acting anticoagulant of 
intermediate range. The properties which the ideal 
anticoagulant should possess have been enumerated 
by other investigators.’ In general, the investiga- 
tions in recent years have been directed toward 
finding an anticoagulant with a more rapid onset 
and shorter duration of action than bishydroxycou- 
marin (Dicumarol) yet one with a longer effect 
than the short-acting agents, such as ethyl biscou- 
macetate (Tromexan ethyl acetate). The synthesis 
of acenocoumarol (Sintrom, formerly G-23350), by 
Stoll and Litvan * in 1955 produced an agent which 
seems to have fulfilled these requirements. The pur- 
pose of this paper is to evaluate acenocoumarol as 
an anticoagulant per se and not to evaluate thera- 
peutic results on the various diseases treated. 

Acenocoumarol is a member of the coumarin 
series; its structural formula is shown in figure 1. 
It is a stable compound, supplied in 4-mg. tablets 
which are scored so that the patient can take the 
drug in increments of 1 mg. Unlike some of the 
other anticoagulants, acenocoumarol is odorless and 
tasteless ° and is well tolerated by the gastrointes- 
tinal tract. We have found, as have Neill and 
others,"* that hypoprothrombinemia can be pro- 
duced in virtually all patients in 48 hours or less 
and also that a therapeutic response may some- 
times be expected in 24 hours.* According to Aeppli 
and Rubeli,’ the onset of action of acenocoumarol 
occurs within the same period of time as that of 
ethyl biscoumacetate. However, acenocoumarol 
maintains its optimal action for 15 to 20 hours, after 
which recovery occurs rapidly. Recovery from the 
action of the drug is usually complete 48 hours 
after stopping administration of the drug but could 
take up to 72 hours if the prothrombin time were 
excessively prolonged (over 40 seconds ).° 

Phytonadione (vitamin K,, Mephyton) has been 
shown to be effective in accelerating the restoration 
of acenocoumarol-induced hypoprothrombinemia to 
normal. The availability of phytonadione, both as 
an emulsion for intravenous use and as a tablet for 
oral administration, has provided an efficient and 
reliable method of reversing therapeutic hypopro- 
thrombinemia. 


CLINICAL EVALUATION OF ACENOCOUMAROL (SINTROM), AN 
ANTICOAGULANT OF INTERMEDIATE RANGE 


Fiore R. Rullo, M.D., Carl C. Bartels, M.D. 


James A. Evans, M.D., Boston 


From the Vascular Section of the Department of Internal Medicine, 
the Lahey Clinic. 


Acenocoumarol, an orally administered 
anticoagulant with intermediate duration of 
effect, was used in the treatment of 100 
hospitalized patients. The largest group con- 
sisted of 28 patients with spontaneous acute 
peripheral phlebitis. The treatment was aimed 
to keep the prothrombin time within a thera- 
peutic range of between 23 and 37 seconds. 
Many patients showed a wide range of 
variability, so that it was necessary to define 
a broader, clinically practical range be- 
tween 20 and 43 seconds. The average 
initial dose proved to be 21 mg. of 
acenocoumarol, and in over one-third of the 
patients the prothrombin time was within the 
clinically practical range 18 hours later. The 
average maintenance dose was 6.6 mg. per 
day. Side-effects were few; no gastrointesti- 
nal intolerance was seen, and only five pa- 
tients had minor bleeding episodes. Some 
patients continued to receive anticoagulant 
therapy on an ambulant basis after leaving 
the hospital, and one continued it for 64 
days. This experience illustrated some signifi- 
cant advantages of acenocoumarol, especial- 
ly the possibility of controlling the intensity 
of its effects and the time of their disappear- 
ance. 


Acenocoumarol is about 40 times more potent 
than ethyl biscoumacetate.’ Our average main- 
tenance dose was 6.6 mg. Two milligrams of this 
agent is said to be roughly equivalent to 25 mg. of 
bishydroxycoumarin.** This potency of acenocou- 
marol gives it one great advantage—only small 
increments are required to increase or decrease 
dosage. 

Acenocoumarol disappears from the body rapidly, 
but, unlike ethyl biscoumacetate, which is metab- 
olized to an inactive form,* the rate of disappear- 
ance of acenocoumarol from the body is deter- 


‘mined by its rate of excretion, apparently in an 


unaltered form as only small amounts of inactivated 
derivatives have been detected in the urine.*® No 
definite relationship between dosage and weight 
has been observed, and it has been our experience 


and 
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that liver function determines variation in doses 
between patients."” The lack of gastrointestinal 
side-effects has been noted by several observers.'° 
Liver function tests and urine examinations per- 
formed before and during the time of clinical trial 
have shown no evidence of toxicity." 
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Fig. 1.—3-(a-acetonyl-p-nitrobenzyl )-4-hydroxycoumarin. 


Materials and Methods 


This report is based on our experience with 100 
consecutively hospitalized patients who received 
acenocoumarol. Of these patients, 54 were women. 
The ages ranged from 13 to 84 years, with an aver- 
age of 58. In general, acenocoumarol was given 
under the direction of only one person (C. C. B.), 
except that on Sunday the dose was administered 
by the attending physician on the peripheral vas- 
cular service. Quick’s one-stage prothrombin test ** 
was used to determine the prothrombin time in 
seconds, and this value was divided by the control 
time in seconds and expressed as percentage of 
contro] prothrombin time on an exponential curve 
(fig. 2). 

The patients were divided into three groups ac- 
cording to the smoothness of control achieved: 
(1) the most desirable range theoretically, (2) a 
clinically practical range, and (3) an erratic range. 

A value of two to three times the control (52 to 
32%, respectively) was considered to be the most 
desirable therapeutic level. A second group was 
made of those with prothrombin times within a 
clinically practical range, which included times 
falling within 60 and 28% (20 and 43 seconds, re- 
spectively, with use of an average control throm- 
boplastin time of 12 seconds). It has been our ex- 
perience in 16 years of anticoagulation therapy that 
extension or recurrence of venous thrombosis or 
embolism is exceedingly rare at prothrombin levels 
of 60%. Hemorrhage is rare above 28%. 

The tablets of acenocoumarol, including the load- 
ing doses, were administered once daily—usually 
between 3 and 6 p. m. Blood for prothrombin time 
determination was usually drawn between 7:30 and 
9:30 a. m. Thus, the prothrombin time was known 
before the daily dose of acenocoumarol was or- 
dered. 
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This report deals only with patients who were 
hospitalized and received acenocoumarol on a 
short-term basis. 


Reasons for Anticoagulation Therapy 


One-fourth of the patients received acenocou- 
marol as a postoperative prophylactic measure; 9 
of these gave a previous history of acute phlebitis 
and one of pulmonary embolism, 12 patients were 
given anticoagulation therapy after ligation and 
stripping for varicose veins, and 3 were given the 
drug for debilitation. In most of these cases, aceno- 
coumarol was begun on the second or third post- 
operative day. 

The largest group, including 28 patients, had 
spontaneous acute peripheral phlebitis. These pa- 
tients had isolated phlebitis and were not grouped 
with those with chronic recurrent phlebitis, of 
whom there were seven. A significant proportion of 
the total group (10%) were treated because of 
symptoms and signs of cerebrovascular thrombosis 
or insufficiency, usually occurring as basilar artery 
or internal carotid artery syndromes. Most of the 
patients with chronic relapsing thrombophlebitis 
and those with cerebrovascular insufficiency con- 
tinued to receive anticoagulation therapy with 
acenocoumarol on a long-term ambulatory basis. 
Other conditions for which this treatment was given 
included acute postoperative peripheral phlebitis 
(13), acute pulmonary embolus (10), acute myocar- 
dial infarction (3), postoperative sympathectomy 
after arterial thrombosis (2), lymphedema precox 
(1), and persistent angina pectoris (1). 


central 
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Fig. 2.—Curve of prothrombin time in seconds plotted as 
percentage of control prothrombin time of 12 seconds. 


Dosage and Duration of Treatment 


The initial dose of acenocoumarol was 24 mg. in 
52 patients, and the smallest loading dose was 4 
mg. The average initial dose was 21 mg. for the 
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entire group. None of our patients received more 
than 24 mg. as an initial dose. The dose on the 
second day ranged from zero to 20 mg. and aver- 
aged 11.4 mg. These dosages were similar to those 
of other investigators,’* although initial doses up to 
40 mg. have been administered.'* The dose on the 
second day was usually 4 to 8 mg. less than the 
initial dose. 

The prothrombin time 16 to 18 hours after aceno- 
coumarol therapy was begun (that is, the second 
treatment day) averaged 66.2%. Thirty-seven pa- 
tients had a prothrombin time of less than 60% on 
the second treatment day, and 63 patients had a 
prothrombin time of less than 75% on the second 
treatment day. This means that in over one-third 
of the patients the prothrombin time was in the 
practical therapeutic range 18 hours after therapy 
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Efficacy of Control 


A total of 852 prothrombin time determinations 
was performed, excluding the determination after 
the initial dose of acenocoumarol. Five hundred 
twenty (61%) of the prothrombin times fell with- 
in the 52 to 32% therapeutic level. This figure 
would be appreciably increased if the prothrombin 
times of less than 32% were included. In no case 
did the prothrombin time fall to less than 19%. The 
greatest number of prothrombin levels below the 
32% level were in the 22 to 26% group, which is 
still not in a danger zone—especially for the hos- 
pitalized patient, with the ready access to intra- 
venously or orally given phytonadione. 

Six hundred seventy (79%) of the prothrombin 
concentrations fell within the clinically practical 
therapeutic range (prothrombin times between 60 
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Fig. 3.—Typical therapeutic responses to acenocoumarol (Sintrom). Left, curve of prothrombin time in 64-year-old man with 
acute phlebitis and acute pulmonary embolus. Except on 11th day, prothrombin time stayed consistently within therapeutic 
range. Note small increments of dosages required. Right, curve in patient with acute thrombophlebitis of thigh after mid-thigh 


was started. The average maintenance dose was 6.6 
mg.; this is slightly higher than the 5.9-mg. dose 
noted by Neill and others.'* The range of the daily 
dose was from an average low of 3.6 mg. to an 
average high of 11.3 mg. 

The minimum duration of therapy with anti- 
coagulants was 5 days; however, one patient was 
treated for 64 days. The average length of anti- 
coagulation therapy while the patient was in the 
hospital was 10.6 days. This figure would seem to 
indicate a relatively short duration of anticoagula- 
tion therapy. However, it should be noted that a 
large group (25%) received such therapy only as 
a postoperative prophylactic measure and also that 
several other patients went on to receive this treat- 
ment on an ambulatory program as soon as the 
maintenance dose was established in the hospital. 


amputation, showing smooth control similar to that obtained in many cases with only small increments in dosages. 


and 28%). In 48 patients they were noted to be below 
28%, at least at one determination. Again, none was 
lower than 19%. In other words, 83.6% of the pro- 
thrombin concentrations were consistently below the 
60% level by the third day and after. In regard to 
the individual patient's response to acenocoumarol, 
31 patients had prothrombin times in the thera- 
peutic range over 75% of the time and 70 had 
clinically practical control over 75% of the time. 

Eight patients were out of the 28 to 60% range 
at least half the time and came under the category 
of erratic range. 

Figure 3 shows typical therapeutic responses; 
figure 4 (left) shows a patient within the clinically 
practical therapeutic range, and figure 4 (right) 
illustrates the erratic range that can occur with 
acenocoumarc' 
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Comment 


We found acenocoumarol to be a feasible and 
interesting anticoagulant which caused only a small 
number of complications. Only five patients mani- 
fested minor bleeding episodes. One patient had a 
petechial rash of one extremity which developed on 
the sixth day of treatment. A platelet count on the 
following day showed a level of 154,000 per cubic 
millimeter, and this was unchanged two days later. 
Marrow aspiration five days after the rash showed 
an essentially normal bone marrow with a slight 
increase of eosinophils. Bleeding from a T tube and 
from around a urinary catheter was seen in two 
patients. One patient reported about 10 cc. of blood 
with a bowel movement; however, anticoagulation 
therapy was continued without further difficulty. 
The fifth patient had rheumatic heart disease with 
auricular fibrillation and recurrent pulmonary em- 
boli. Acute phlebitis of the femoral vein also devel- 
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Especially reassuring was the knowledge that the 
group with low prothrombin levels made a fairly 
rapid return to a safe range. It was noted with this 
group that if the patient were allowed to go without 
acenocoumarol on a day when the prothrombin 
time was below a safe level, the smooth control lev- 
els were attained only with difficulty; several such 
patients eventually showed erratic curves (fig. 
4 right and 5). In these cases, it would seem to be 
advisable to give one-half or one-third of the usual 
maintenance dose to prevent the escape from 
smooth control. However, even though a patient 
had a minor bleeding episode or the laboratory 
reported a low prothrombin time, the omission of 
the daily dose, without any other treatment, would 
allow the prothrombin time to return to a safe level 
at a fairly rapid rate. This fact makes the drug 
safer for use in treatment of ambulatory patients. 

Admittedly, the clinically practical level is an 
arbitrary classification. Yet, we feel its use is justi- 
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Fig. 4.—Left, curve of prothrombin time in 45-year-old man with acute phlebitis. Prothrombin time throughout adminis- 
tration of acenocoumarol (Sintrom) remained consistently within clinically practical range. Right, curve in 68-year-old 
woman with chronic thrombophlebitis and episode of acute phlebitis before admission. Note erratic response to acenocouma- 
rol after omission of daily dose; smaller increments in doses might have produced smoother effect. 


oped in this patient early in his hospital stay, and 
it was then that anticoagulation therapy was begun. 
It was continued despite persisting bloody sputum 
and, at times, gross clots in the sputum. The patient 
received ambulatory anticoagulation therapy for 
several months. This patient probably does not war- 
rant inclusion in the group with unfavorable re- 
actions, but his case is included for the sake of 
completeness and interest. 

No gastrointestinal intolerance was observed, nor 
did the patients find the tablets to be distasteful. 
The one-dose-a-day treatment was appreciated by 
the patient and by the medical and nursing staff. 
Performance of emergency prothrombin time deter- 
minations was rare. 


fied, as this is a clinical report involving a number 
of variables which must be included in the every- 
day practice of medicine. Wright and others ** have 
concluded that all prolongations of the prothrombin 
time during bishydroxycoumarin therapy (includ- 
ing the minimal ones) were associated with a sub- 
stantial reduction in thrombotic episodes. 

We found, as had other observers,’® that the 
initial loading dose should be followed by a sub- 
stantial, though reduced, dose on the second day. 
Patients who received less than the usual dose on 
the second treatment day were more likely to have 
an erratic response. 

Forty-two patients received heparin sodium 
(Depo-solution) as an intramuscular injection in 
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one or more doses on the first day of treatment with 
acenocoumarol or on the day before or after the 
initial dose of acenocoumarol was administered. 


Summary 


In a review of 100 hospitalized patients who 
received acenocoumarol (Sintrom) as an anticoagu- 
lant, this agent was found to be dependable and 
its effects were predictable. For the most part, this 
study confirms the findings of other workers. The 
only toxic reactions observed were a few minor 
hemorrhagic. manifestations—an accepted risk for 
anticoagulation therapy with any agent. Two of 
the five patients who experienced slight hemorrhage 
continued to receive anticoagulation therapy with- 
out further incident. 

The prompt effect of acenocoumarol, within 48 
hours, and the following loss of effect within the 
same length of time lead to rapid control of throm- 
boembolic disease and to quick control of hemor- 
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Fig. 5.—Curve of prothrombin time in 61-year-old woman 
who had phlebitis 13 days after subtotal thyroidectomy 
was done. Note omission of daily dose of acenocoumarol 
(Sintrom) and difficulty in controlling prothrombin time. 


rhage. The small increments required in change of 
dosage add to the accuracy and smoothness of 
control. Smoothness of control is also obtained be- 
cause acenocoumarol maintains sufficient prolonga- 
tion of the prothrombin time to allow a 24-hour 
period to elapse between doses. The use of 
acenocoumarol as an anticoagulant of intermediate 
range provides a useful and reliable tool for the 
proponents of anticoagulation therapy. 


80 W. Main St., Attleboro, Mass. (Dr. Rullo). 


Miss Sherbie Mayhew provided technical assistance in 
preparing the data for this study. 

The acenocoumarol used in this study was supplied as 
Sintrom by Geigy Pharmaceuticals, Ardsley, N. Y. 
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ORAL DIAGNOSIS OF SYSTEMIC DISEASE 


Eugene S. Hopp, M.D., San Francisco 


There are two opposite poles on the question of 
the ability to diagnose systemic disease by exam- 
ination of the mouth. At one extreme is Kreshover.’ 
He writes that, unfortunately, many dental and 
medical practitioners are overly impressed by the 
seemingly remarkable ability of some clinicians, 
essayists, and authors to make diagnoses merely 
by examining an isolated lesion in or about the 
mouth. Too often, says Kreshover, the expert fails 
to mention the essential part played by consultants 
and laboratory technicians in providing a correct 
diagnosis. At the opposite pole is a discussion aptly 
titled “The Tell-Tale Mouth” by Fabricant * who 
says that the mouth provides otolaryngologists with 
a unique opportunity to observe the earliest find- 
ings of systemic disease. 

The two viewpoints are not completely irrecon- 
cilable. It is indeed true that certain physiological 
changes such as pregnancy, growth period, lacta- 
tion, and aging may of themselves produce nutri- 
tional deficiencies by increased demands on the 
organism. These deficiencies are often manifest in 
mouth changes which cannot be differentiated 
clinically. It is also true that the laboratory and the 
consultant may both be required to confirm a 
clinical impression. But how much worse it would 
be not to be able to gain a clinical impression 
from an examination of the mouth and thereby 
delay confirmation of a diagnosis until irreversible 
damage had been done. 

Much has been written on the appearance of the 
mouth in a multiplicity of systemic conditions. I 
shall briefly outline and review some of these and 
then discuss a phase of oral diagnosis which has 
been neglected—the psychosomatic. 


Appearance of the Mouth in Systemic Disease 


Changes in Teeth.Enamel hypoplasia may be 
produced during the formation period of enamel 
matrix by nutritional deficiency (particularly vita- 
mins A and D), endocrine dysfunction and general- 
ized infection as in the exanthemas, and prenatal 
syphilis. Enamel hypocalcification is most frequent- 
ly produced by excessive fluorine in the drinking 
water. One part per million of fluoride in the water 
supply has been shown * to reduce children’s dental 
decay by 50 to 60%. Fluorosis has been reported * 
in communities with a natural water fluoride level 
of 8 ppm. To cause the mottled enamel of fluorosis 
the water must contain more than 1 ppm of fluorine 
and be consumed during the tooth development 
period. 


From the Sub-Department of Otorhinolaryngology, University of 
California School of Medicine. 

Read before the Section on Laryngology, Otology, and Rhinology at 
the 107th Annual Meeting of the American Medical Association, San 
Francisco, June 26, 1958. 


Enamel hypoplasia may be produced dur- 
ing the formation period of enamel matrix 
by nutritional deficiency (particularly vita- 
mins A and D), endocrine dysfunction and 
generalized infection as in the exanthemas, 
and prenatal syphilis. Gingival hyperplasia 
may occur in puberty and in pregnancy and 
sometimes in patients receiving diphemyl- 
hydantoin sodium. Oral pigmentation can 
be caused by the administration of a bis- 
muth, silver, or lead preparation. Quinacrine 
hydrochloride produces a_ yellow-brown 
pigmentation in the cuspid regions and a 
yellowish oral mucosa. Anemia may be 
readily diagnosed by examination of the 
tongue. There are a number of mouth lesions 
which are closely associated with tension 
and nervous strain. These include periodontal 
disease, aphthous stomatitis, acute necrotiz- 
ing gingivitis, erythema multiforme, lichen 
planus, and probably pemphigus. It has been 
strongly suggested that the lesions of lichen 
planus, some 50% occurring only in the 
mouth, are the product of psychic stimula- 
tion. Chronic emotional tension, producing 
a change in the chemistry of saliva, can be 
the cause of periodontal disease. 


Changes in Gums.—Gingival hyperplasia may oc- 
cur in puberty and in pregnancy. In puberty, there 
is increased size of the papillae and thickening of 
the gingival margin due to hyperemia, edema, and 
increased vascularity. Establishment of hormonal 
balance is curative. Pregnancy gingivitis is quite 
similar, and local irritation is a common precipitat- 
ing factor. A small percentage of patients with 
pregnancy gingivitis develop localized tumors of 
the gums. e 

Gum hyperplasia develops sometimes in patients 
receiving diphenylhydantoin (Dilantin) sodium. 
Gingivoplasty may be necessary where continua- 
tion of the therapy is required. Leukemic hyper- 
plasia is characterized by a marked increase in 
tissue bulk due to an infiltration of cells. It is most 
common in monocytic and granulocytic (myeloge- 
nous ) leukemia. In general, surgical procedures are 
contraindicated. 

Oral Mucosa.—The oral mucosa often reveals 
systemic pathology. Oral pigmentation can be 
caused by the administration of a bismuth, silver, 
or lead preparation. A dark blue pigmentation can = 
usually be seen in the buccal mucosa. Quinacrine 
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(Atabrine ) hydrochloride produces a yellow-brown 
pigmentation in the cuspid regions and a yellowish 
oral mucosa. Such pigmentation may also occur 
in jaundice, carotinemia, hemochromatosis, and 
adrenal cortical hypofunction (Addison's disease ). 

Changes in the Tongue.—The tongue is more 
frequently diagnostic in avitaminosis than are other 
areas of the mouth. The nutritional disorder most 
often visualized in the mouth is vitamin B complex 
deficiency. This B complex group includes thiamine, 
nicotinic acid, riboflavin, cyanocobalamin, folic acid, 
pyridoxine, choline, biotin, and pantothenic acid. 
It is rare that but one of the group is involved. 
Clinically, the tongue is edematous, rather purplish, 
and with enlarged fungiform papillae. Angular 
cheilosis and circumoral pallor generally complete 
the clinical appearance. 

Anemia may be readily diagnosed by examination 
of the tongue. In pernicious anemia, there is, in the 
early stage, a red, sore tongue and then later, pallor 
and atrophy of the dorsal surface of the tongue 
with redness of its margin. In polycythemia vera, 
the tongue is engorged and cyanotic. In agranu- 
locytosis there is often a gangrenous area in the 
tonsil or pharynx. The tongue during scarlet fever, 
the Koplik spots of measles, and the pharyngeal 
vesicles of chicken pox are all too well known to 
require additional description. 

Miscellaneous Effects.—Drug idiosyncrasy may 
affect various areas of the mouth. Black hairy 
tongue is not uncommon after antibiotic therapy. It 
occasionally occurs after x-ray therapy or in pa- 
tients with a gastric ulcer. Superficial necrosis, 
swelling, and ulceration of the gingiva have been 
reported in 48 hours after the administration of 
pyridium for urinary infection. Tuberculosis, 
syphilis, histoplasmosis, and actinomycosis may all 
produce mouth lesions which tax clinical acumen 
and yield their diagnosis only to laboratory study. 


Psychosomatic Lesions 


Though this list of mouth lesi ns associated with 
systemic disease is far from complete, I should like 
to turn to the psychosomatic group. F. P. McCarthy 
and P. L. McCarthy® reported on 4,728 mouth 
cases and described 11% of the oral lesions as due 
to psychic causes. In 574 patients, the lesion or 
symptom was cancerophobia (more often related 
to tongue) in 216 cases, papillitis in 211, oral 
lichen planus in 97, habit biting in 27, ptyalism in 
15, cheilitis exfoliativa in 6 (of 40 cases), and 
syphilophobia in 2. 

Chavoor® points out that chronic emotional 
tension, producing a change in the chemistry of 
saliva, can be the cause of periodontal disease. 
Tension by affecting the autonomic nervous system 
can alter circulation and reduce tissue resistance 
of the oral musoca. One can readily see how this 
might promote bacterial and viral invasion. 
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Moulton” has made an excellent study of the re- 
lationship between anxiety and oral lesions. She 
points out that the mouth is the earliest area for 
pleasurable satisfaction and many adults continue 
to utilize it for the same purpose in their eating, 
drinking, smoking, or sexual enjoyment. Phobias 
about immobilizing the mouth often develop be- 
cause of its vital part in eating and breathing and 
primitive defense. Dr. Moulton emphasizes the 
special sexual symbolism of the mouth in women 
and states that oral bleeding is frequently used in 
dreams to refer to rape, menstruation, and abor- 
tion. 

There are a number of mouth lesions which are 
closely associated with tension and nervous strain. 
Acute necrotizing ulcerative (Vincent's) stomatitis 
was once presumed to be an infectious disease. But 
transmission of the clinical state has never been 
consummated by the use of the organisms. Simul- 
taneous spread of ulcerative stomatitis among 
groups of soldiers is now believed to be due to a 
similarity of stress conditions. 

The oral lesions of the erytheraa multiforme 
group are on the increase. This group includes 
Stevens-Johnson’s, Behcet's, and Reiter's syndromes. 
They are probably all variants of erythema multi- 
forme exudativum, described by Hebra in 1860. 
Typically, stress plays a part in etiology. A typical 
patient was a female with a diabetic child of whom 
she was the sole support, her husband having de- 
serted her. Her mouth ulcerations improved rapidly 
on steroid therapy, but she developed a recurrence 
of the lesions when she had to stop working tem- 
porarily to care for her child and another recur- 
rence when a situation arose at work which she 
could not handle. 

It has been strongly suggested ° that the lesions 
of lichen planus, some 50% occurring only in the 
mouth, are the product of psychic stimulation. 
Aphthous stomatitis is perhaps the commonest 
mouth lesion seen and the most puzzling with re- 
gard to etiology. A careful study of the history 
frequently reveals that these lesions begin after an 
acute emotional upset. They occur more frequently 
in women during pregnancy and menstruation, and 
some varieties are associated with functional gastric 
symptoms. The mouth lesion itself suggests vaso- 
spasm or minute infarction of the area of mucosa 
involved. 

Pemphigus almost always produces mouth lesions. 
Several acute and chronic varieties have been de- 
scribed. The etiology of pemphigus is unknown. One 
variety is probably a variant of erythema multi- 
forme. The possible association between pemphigus 
and stress has not been carefully investigated. 
Steroid therapy has been the only medication of 
any real benefit in pemphigus. 

Recommended Treatment.—What can be done 
for all these psychosomatic problems? In general, 
little may be expected from psychiatric care. One 
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must be careful not to overdiagnose by calling the 
patient's attention to minor anatomic variations 
which then become a fixation. One must be careful 
not to overtreat, as these patients frequently re- 
quest oral surgery or dental extraction because of 
their mental distress. Perhaps the most important 
therapy is a careful taking of the history, listening 
to the patient, and giving him an opportunity to 
discuss freely his local difficulty and sometimes any 
general problem. Careful examination and then 
adequate explanation of the nature of the process 
is a necessary part of successful therapy. This can 
be supplemented to advantage in some instances by 
sedation, tranquilization, or mild topical therapy. 
By these means, a problem patient may frequently 
be converted to a grateful one. 


2000 Van Ness Ave. (9). 
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The United States has become the leader of the 
free world. We can no longer be isolated and self- 
contained. Our prosperity depends to a large extent 
on the prosperity of other countries. We must share 
our scientific knowledge and industrial know-how 
with the people of other nations if we ourselves are 
to progress and prosper. This concept includes the 
sharing of our knowledge in every field of endeav- 
or.’ We, as physicians and as urologists, are obli- 
gated, under this concept, to do what we can to im- 
prove the standard of the practice of medicine in 
other countries where scientific advancement has 
not been as rapid as it has been in the United States. 

American medical men are doing their share to 
help other countries. During 1956-1957, 6,741 physi- 
cians from 88 countries were in training in United 
States hospitals; residents numbered 4,753 and in- 
terns 1,988. During the same period 81 physicians 
from American medical schools were abroad teach- 
ing in foreign institutions.* During 1957-1958 there 
were reported to be 142 foreign physicians training 
in urology in the United States.” 

In order to obtain the opinion of urologists who 
might have the opportunity of giving urologic train- 
ing to foreign medical graduates, a short question- 
naire was sent to each of the chiefs of urology serv- 


From the Department of Surgery (Urology), School of Medicine, 
College of Medical Evangelists. 

Chairman’s address, read before the Section on Urology at the 107th 
Annual Meeting of the American Medical Association, San Francisco, 
June 25, 1958. 


AMERICAN UROLOGY’S OBLIGATION TO THE WORLD 


Roger W. Barnes, M.D., Los Angeles 


It is agreed that the scientific knowledge 
of urology accumulated in this country should 
be shared with other countries by giving 
urologic training to foreign medical grad- 
vates. This can be done either by training 
foreign students in this country or by enabling 
American urologists to visit other countries 
to give courses there. Each pian has its 
advantages, and much depends on the 
teacher. 


ices which are approved for giving residencies.‘ 
One hundred ninety-eight questionnaires were sent 
out and 153 were answered and returned. 

There were 142 in favor of and 7 against giving 
urologic training to foreign medical graduates; 3 
did not answer the question. Ninety-nine chiefs of 
services who were giving this training reported that 
a total of approximately 450 foreign doctors had 
been given nine months or more of urologic training 
in their institutions. These data show, I believe, that 
the majority of American urologists are aware of 
our national obligation to the countries who are less 
fortunate than we. Most of those who are in a posi- 
tion to do so are accepting this obligation. In addi- 
tion to this training in the United States, American 
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urologists have made 90 trips to foreign countries 
to help give urologic training to foreign graduates 
in their native land. 

The language difference is sometimes a barrier to 
giving training to foreign doctors. English is, how- 
ever, the most universal language and medical 
courses are taught in English in most of the coun- 
tries of the Middle East, from the Mediterranean to 
the borders of China, and also in the Philippines. 
There is very little language difficulty with students 
coming from these countries or with teachers going 
to them. However, many desirable trainees from 
the Latin American countries and from Japan and 
Free China cannot be accepted here because they 
do not know English; and urologists going to them 
are limited in their activities unless they know their 
language. 

For practical application it is more feasible to 
give urologic training to foreign graduates here in 
the United States than for American urologists to go 
abroad to train them. This was the opinion of 110 of 
the chiefs of services who answered this question. 
Thirty-five thought it was more practical to give the 
training to the foreign graduates in their own coun- 
try. Seven had no opinion or thought both methods 
were practical. 

It is less disturbing to us to give urologic training 
to a foreign medical graduate here than for one of 
us to go to another country for a year or two. The 
foreign graduate who has had adequate basic train- 
ing and has sufficient knowledge of English to talk 
to patients and to understand lectures and confer- 
ences can usually fit into the training program nice- 
ly. Some of them, however, have had inadequate 
medical education in their own country and require 
more basic training here during their residency than 
do the other residents on the service. When they 
are deficient in their medical knowledge and/or in 
their knowledge of English, they cannot carry their 
share of the load of work and are unable to accept 
responsibility. These situations are more or less dis- 
rupting to the training program. Some have difficul- 
ty obtaining registration in the state where they are 
to take their residency.” 

A facility to screen foreign medical graduates for 
internships and residencies in the United States has 
recently started to function. The Educational Coun- 
cil for Foreign Medical Graduates* is sponsored 
by the American Hospital Association, the Associa- 
tion of American Medical Colleges, the American 
Medical Association, and the Federation of State 
Medical Boards of the United States. Dean F. Smi- 
ley, formerly secretary of the Association of Ameri- 
can Medical Colleges, is executive director. This 
facility gives examinations to foreign medical grad- 
uates and checks their credentials. Foreign appli- 
cants obtain certification from the facility on the 
following qualifications: 1. Their education has met 
minimal standards (18 years of formal education, 
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including at least 4 years in a bona fide medical 
school). 2. Their command of English has been 
tested and found adequate for advanced training in 
an American hospital. 3. Their general knowledge 
of medicine as evidenced by passing the American 
Medical Qualification Examination is adequate for 
assuming an internship in an American hospital. 
Chiefs of services and hospitals can eliminate most 
of the undesirable foreign applicants by requiring 
certification by this facility. 

Foreign medical graduates who come to America 
to learn to be urologists receive a more thorough 
training here in most instances than they would from 
an American urologist going to the foreign country. 
The excellent equipment, the number of faculty per- 
sonnel, and the opportunities for research here all 
facilitate the giving of a thorough training. The re- 
sults of the questionnaire on this point were that 
137 thought more thorough training could be given 
in the United States, 4 had the opposite opinion, 
and 7 had none. 


Urology in Other Countries 


Are foreign medical graduates able to establish 
urology on a sound basis in their own land after 
they have finished their training here and have re- 
turned home? Of those who answered the question- 
naire, 78 thought they could, 49 believed that it was 
preferable for American urologists to go abroad, 
and 15 had no opinion or thought the two were of 
equal benefit. 

When the young urologist returns to his native 
city after having finished his training here, he is in 
most instances still considered a home town boy. 
Most of the senior surgeons knew him when he was 
born and are not likely to consider his opinions of 
very great value. It is often difficult for him to 
get enough cases from the general surgeons or oth- 
ers who have always had them. His requests for 
equipment are often ignored or considered lightly, 
and his efforts to organize a department or to im- 
prove one which is already established may be of no 
avail. Conversely, when a qualified American urol- 
ogist goes to a foreign institution to train urologists 
there, he is recognized as an authority by the ad- 
ministration and by other staff members. His plans 
will usually be accepted and his requests granted. 
His influence carries weight. He can establish the 
specialty on a sound basis more rapidly than a 
young national who has come back home. If the 
men he is training there are able and intelligent, the 
training program will continue to progress after he 
leaves. 

Were it possible for a large number of qualified 
American urologists to go to a foreign institution to 
give training, a large number of foreign medical 
graduates could obviously be trained. Approximately 
90 trips to foreign countries were made by those 
who answered the questionnaire or by someone else 
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in the department for the purpose of training urolo- 
gists there. Most of these were short lecture tours; a 
few were for a longer time. The short visits are 
beneficial to the training program in the foreign 
country, but a longer stay of a year or more can ac- 
complish a great deal more. Even then, however, it 
is not possible to have more than six or eight train- 
ees at a time, even in the large centers where there 
are abundant clinical facilities. Therefore, it would 
take a long period of time and many American urol- 
ogists to train in their own country the 450 or more 
foreign medical graduates who have been trained 
in this country. 

It was the opinion of 61 of those who answered 
the questionnaire that the largest number of foreign 
doctors could be given training in this country, 70 
believed that more could be trained by American 
urologists going to the foreign country, and 22 had 
no opinion. It is probable that many were of the 
opinion that the majority of those trained in this 
country either remained here or came back later. 
The result of the questionnaire was, however, sur- 
prising in this regard. Of the 450 foreign doctors 
who were given urologic training here, 296, or 65%, 
were reported as having returned to their country 
and remained there or were still in training here and 
were planning to go back. The chief objective of 
giving urologic training to foreign doctors is to ad- 
vance the specialty of urology in their own country. 
There are many attractions in this country, how- 
ever, which make it desirable for them to remain 
here. Some of the best men are offered positions in 
our own institutions. Many are attracted so much by 
our way of life that they do not want to live again 
in their own country.” One of the urologists who 
answered the questionnaire wrote “we can do a lot 
of good toward better relations with our ne:ghbor 
countries. The number who want to stay here is 
really a compliment to our country.” This attitude 
is, in my opinion, typical of the unselfish American 

‘who is proud of his country and is glad that those 
from foreign lands like it so well that they want to 
remain here. Even though approximately 35% of the 
graduates of foreign medical colleges who receive 
urologic training here remain in this country after 
completion of their training, enough go back to 
make it well worth while to train them. A law ( pub- 
lic law 555) enacted in 1956 may help to ensure 
that these physicians return to and remain in their 
native country.* 

I spent last year in India at the Christian Medical 
College in Vellore as a Fulbright exchange profes- 
sor.” I was able to complete the urologic training of 
a very competent national surgeon and to start a 
training program which will, I am sure, continue. 
It is now the only place in all of southern Asia 
where urologic training is given. However, the ab- 
sence of a professor or of a chief of service from his 
department here at home for a year or two may pre- 
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sent a number of problems. There may be no one 
capable of carrying on his work either in the de- 
partment of the medical college or hospital or in his 
private practice. He may be so involved financially 
he could not meet his obligations with the reduced 
income which usually accompanies service abroad. 
His family may be unwilling or unable to go to a 
foreign country. 

A sojourn of a year or more teaching in a foreign 
country is rewarding in many ways. There is satis- 
faction of accomplishment, a need is filled, a train- 
ing program is established, or a department which 
has already been started is upgraded. The American 
teacher who goes abroad to train nationals is one 
of the best emissaries of good will from this coun- 
try. A change of environment is helpful to the indi- 
vidual who makes the sojourn. His absence from his 
department may even be of benefit to it by stimu- 
lating others to take more responsibility. Sometimes 
we think we are indispensable; our absence for a 
year or more may change this concept. While we are 
away, many responsibilities are assumed by others 
who may be more capable than we of handling 
them. When a man has been in one position for 
many years, it broadens his viewpoint, disrupts 
many of his fixed habits, and develops patience and 
tolerance to be in a different environment which is 
not as smooth running and efficient as his depart- 
ment at home. 

There is adventure in an assignment to a teach- 
ing position in a foreign institution. The country 
and the people and the customs are new and differ- 
ent to him. A man can enjoy his travels and at the 
same time have the satisfaction of accomplishing 
something worthwhile. When he has finished his 
assignment, the gratitude of those whom he has 
gone to help will in itself far outweigh any incon- 
veniences and hardships he has encountered. 

The man who accepts a teaching assignment in a 
foreign institution must be adaptable; he must be 
resourceful; and he must have patience and persist- 
ence. It is necessary for him at first to tolerate cus- 
toms and habits which, to his mind, are inefficient 
and cumbersome. Then by resourcefulness and by 
patience and persistence he endeavors to make the 
changes which are most necessary to upgrade the 
department. A man who cannot be content with 
anything less than perfection would be frustrated. 
Perfection is a goal to work toward but is often not 
obtainable in most foreign institutions. The man 
who cannot work unless supplies, equipment, and 
personnel are nearly perfect would be unable to tol- 
erate any more than a lecture tour in these environs. 


Summary 
American medicine has accepted its portion of 
the obligation to share our scientific knowledge with 
other countries. Leading urologists here agreed 142 
to 7 that we should give urologic training to foreign 
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medical graduates. Approximately 450 had been or 
were being trained in the United States; approxi- 
mately 90 trips have been made to foreign countries 
by American urologists for the purpose of giving 
urologic training abroad. The advantages of giving 
training in the United States are that it is more prac- 
tical, more thorough training can be given under 
the present circumstances, a larger number can be 
trained here, and foreign graduates who desire grad- 
uate training here can now be screened by the Edu- 
cational Council for Foreign Medical Graduates. 
The advantages of giving training to foreign gradu- 
ates in their own country are that it establishes 
urology on a firmer basis in their country and it is 
stimulating, interesting, and satisfying to the teach- 
er. Medical men who are not adaptable, who are 
extreme perfectionists, and who do not have pa- 
tience and persistence would not enjoy foreign serv- 
ice for more than a few weeks. 


1700 Brooklyn Ave. (33). 
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EARLY DETECTION OF CARDIAC ARREST DURING SURGICAL OR ANESTHETIZATION PROCEDURES 


William F. Veling, M.D., Detroit 


An estimated 5,000 deaths occur yearly because 
of cardiac arrest during surgical or anesthetization 
procedures, and it is obvious that a significant void 
exists in our armamentarium which urgently re- 
quires some attention.' Resuscitation procedures on 
the heart are both possible and consistently success- 
ful if instituted literally within seconds of the time 
of actual arrest. It is generally agreed that success 
depends in large measure on immediate diagnosis 
and decisive action.* 

When one is confronted during operation with a 
sudden fall in blood pressure and peripheral cir- 
culatory collapse to the extent that no heart sound 
or pulses are obtainable, one very important ques- 
tion must be answered without delay: is this shock, 
with the patient's heart beating imperceptibly, or 
has cardiac arrest or ventricular fibrillation oc- 
curred? The use of blood, fluids, or vasopressor 
agents in such a situation will eventually assure one 
of the diagnosis, but if the condition is the result 
of cardiac arrest the opportunity for successful 
resuscitation may be lost. The specific purpose of a 
cardiac monitor is to give some warning of im- 
pending disaster and to aid in making an immediate 
diagnosis once arrest or fibrillation has occurred. 


From the Department of Surgery, Grace Hospital. 


The specific purpose of a cardiac monitor 
is to give some warning of impending disas- 
ter and to aid in making an immediate diag- 
nosis once arrest or fibrillation has occurred. 
Such a device is intended to assist the anes- 
thesiologist, not to supplant him or convert 
his specialty to automation. A miniature 
cardiac monitor that can be affixed to the 
patient has been developed to fulfill the 
need for a small, rugged, reliable, and 
relatively inexpensive instrument suitable for 
mass coverage. Plug and jack-type connec- 
tions have been avoided to minimize faulty 
electric contact and resulting “false alarms.’ 
The audible “beep” enlists the attention of 
the entire operating room team but frees 
their eyes and hands for other duties 


Such a device is intended to assist the anesthesi- 
ologist, not to supplant him or convert his specialty 
to automation. Careful observation of the periph- 
eral pulses, the blood pressure, skin, mucous 
membranes, and auscultatory findings are time- 
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honored and reliable indexes of cardiac function. 
The physician’s perceptive abilities and his clinical 
judgment cannot be replaced by electromechanical 
robots, but in certain situations, such as cardiac 
arrest, his decisions can be made more quickly. 


Nature and Function of Cardiac Monitors 


Currently available cardiac monitors depend on 
a variety of secondary manifestations of cardiac 
activity for their activating signal. Some monitor 
the peripheral pulses or the blood pressure, others 
rely on amplified heart sounds, and some monitor 
the electric potentials of the heart. Since a knowl- 
edge of the electric activity of the myocardium is 
our most accurate index of its action, short of direct 
observation, and since monitoring of the electric 
potentials is both possible and practical, other 
forms of monitors which depend on peripheral cir- 
culation or on heart sounds are at best only poor 


Miniature cardiac monitor, showing right and left forearm 
electrode connections. 


substitutes for the anesthesiologist and the stetho- 
scope and sphygmomanometer which he has used 
for years. 

Instruments now available which technically are 
excellent monitors leave much to be desired with 
regard to practicability. Many require the undivided 
visual attention of the anesthesiologist or of a car- 
diologist, and complex control systems require ad- 
justment by someone familiar with the operation 
of complicated electronic apparatus. They are gen- 
erally large in size, have high-voltage circuits for 
cathode-ray tube displays, delicate meters, and 
long connecting wires for one to trip over, and are 
susceptible to damage from incorrect or rough 
usage. High initial cost and maintenance add to 
the big question of practicability, especially when 
one envisions the use of any of the currently avail- 
able monitors on a large scale. Since the occurrence 
of cardiac arrest or ventricular fibrillation is quite 
unpredictable, monitoring should be done in all 
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patients undergoing surgical or anesthetization pro- 
cedures from the time they leave their beds for the 
operating room until they have reacted in the post- 
operative recovery room. The desirability of mon- 
itoring the critically ill patient and the patient with 
coronary disease could also be considered. A 400- 
bed hospital should probably have 40 monitors 
available (10% of the general hospital beds). For 
most hospitals the storage of a number of the larger 
sized units would be impossible. 


The Miniature Cardiac Monitor 


A miniature cardiac monitor has been developed 
to fulfill the need for a small, rugged, reliable, and 
relatively inexpensive instrument suitable for mass 
coverage. It is a completely self-contained unit 
which weighs less than 6 oz., including battery 
power supply and a high-gain transistor amplifier. 
The metal case is designed for mounting the unit 
directly on the body and serves as one electrode. A 
small external lead wire is permanently fixed to the 
amplifier and to a second electrode. Plug and jack- 
type connections have been avoided to minimize 
faulty electric contact and resulting “false alarms.” 

Although the right and left forearm electrode 
connections are commonly used, any standard two- 
lead electrocardiographic configuration may be 
used, depending on the surgical requirements. 

Mounting the entire instrument on the patient 
(see figure) allows freedom of movement, decreases 
the number of lead wires to one, and protects the 
monitor from accidental damage which is prone to 
occur with distantly placed units having several 
long connection leads. 

A single manual control for sensitivity selection 
is all that is needed to “tune” the instrument. Ad- 
justment of the sensitivity may produce audible 
combinations of the electrocardiographic complex 
in whole or in part, but the usual desired signal is 
a clear, loud “beep” tone occurring with each R 
wave. A pressure-activated microswitch turns the 
monitor on when it is fixed to the patient and con- 
serves batteries by automatically turning it off when 
it is removed. 

Operation and control has been so simplified 
that, in many cases, by the mere application of the 
instrument a satisfactory signal will result without 
further adjustment. The audible “beep” enlists the 
attention of the entire operating room team but 
frees their eyes and hands for other duties. The 
constant attention required by visual indicators, 
such as meters, lights, or the cathode-ray tube dis- 
plays, is thus eliminated. 

Where it is desirable to use the monitor away 
from the body, as in surgery on infants, provision 
is made for an alternate electrode lead. The ampli- 
fied signal is made available through another con- 
nection for activating an external light or meter 
indicator, such as would be required in the re- 
covery room or when the monitor is used in the 
hospital wards. 
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Protection of the amplifier circuit, including the 
transistors, from moisture and corrosion is obtained 
by embedding the unit in plastic resin. This also 
makes the monitor extremely resistant to the haz- 
ards of accidental dropping or rough usage. The 
design lends itself to the advantages of mass pro- 
duction, and it is anticipated that such an instru- 
ment will soon be commercially available at a mod- 
erate price. 

Conclusions 


The purpose of a cardiac monitor is to assist the 
anesthesiologist by giving warning of impending 
disaster and by aiding in the establishment of an 
immediate diagnosis. Small, reliable, rugged, and 
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easy to operate and maintain, a miniature cardiac 
monitor, with its reassuring “beep,” could become 
as commonplace as the stethoscope in the operat- 
ing room. 
1060 Fisher Bldg. (2). 
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TWO YEARS’ 


Operative destruction of the region of the globus 
pallidus has been under consideration for treatment 
of basal ganglion disorders for approximately two 
decades. There have been many methods devised 
for the creation of the surgical defect. For a variety 
of reasons, including technical difficulties and high 
operative mortality, none of the methods advocated 
were widely adapted until the introduction of Coop- 
er’s method of chemopallidectomy.' Meyers has at- 
tempted the transventricular operative destruction, 
and more recently * he advocated the use of ultra- 
sound localized by stereotaxic methods. Spiegel and 
Wycis * have used electrocoagulation lesions which 
have been stereotaxically placed in the region of 
the ansa lenticularis. Narabayashi and others * in- 
jected procaine in oil for blocking of the medial 
globus pallidus. The area of injection was located 
by stereotaxic methods. Fenelon and Thiebaut ° at- 
tempted unilateral striopallidal intervention by use 
of leukotomes. 

Cooper created lesions which were acceptable to 
him by infarction attending surgical occlusion of 
the anterior choroidal artery. More recently * he has 
advocated a method of destruction by the injection 
of alcohol or alcohol-containing vehicles in the re- 
gion of the medial globus pallidus, as well as the 
thalamus. He has named this procedure a chemo- 
pallidectomy. Cooper’s method has been the tech- 
nique most widely ‘accepted. This method, with per- 


Read Rar the Section on Nervous and Mental Diseases at the 
107th Annual Meeting of the American Medical Association, San Fran- 
cisco, June 26, 1958. 


EXPERIENCE WITH 
Harold D. Paxton, M.D. 


Robert S. Dow, M.D., Portland, Ore. 


CHEMOPALLIDECTOMY 


Fifty-three patients underwent chemopolli- 
dectomy as treatment for dystonias believed 
to originate in the basal ganglions. In 43 
the symptoms were those of Parkinsonism. 
The procedure consisted in passing a cathe- 
ter through an incision and bur hole just 
superior to the zygomatic process of the 
temporal bone. The catheter was timed di- 
rectly at the roof of the third ventricle and 
advanced until its tip would deliver injected 
materials (ethylcellulose and ethyl alcohol) 
1.5 cm. lateral to the wall of the third ven- 
tricle. Two components of Parkinsonism were 
considerably reduced by the operation, 
namely the plastic rigidity and the pill-rolling 
tremor. But the patients could be easily 
identified as having Parkinsonism after op- 
eration, and none of them reestablished a 
wholly normal synergistic motor pattern. 
Patients with congenital athetosis and spas- 
modic torticollis were not helped, but good 
results were obtained in two with dystonia 
musculorum deformans and three with ac- 
quired choreiform movements. 


sonal modifications, has been used in 52 separate 
procedures for dystonia of basal ganglion origin. 
Forty-three of these have been for Parkinsonism; 
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two for dystonia musculorum deformans; three for 
choreiform movements; one for spasmodic torticol- 
lis; and three for congenital athetosis. The patients 
on whom these procedures were performed were 
followed up from 3 to 22 months. 


Methods 


The surgical technique used in these procedures 
is that described by Cooper’ as the temporal ap- 
proach for chemopallidectomy. Some personal mod- 
ifications which seemed appropriate have been 
made. In Cooper’s method pneumoencephalography 
is utilized to visualize the structures that are land- 
marks for implantation of a balloon polyethylene 
cannula in the region of the medial globus pallidus. 
For accurate placement, it is necessary that the 
pneumoencephalogram adequately delineate the 
roof of the third ventricle and the interventricular 
foramen (foramen of Monro). In Cooper's method 
30-40 ce. of air is introduced via the lumbar route 
with the patient under local anesthesia. 

Fourteen of the procedures in this series were 
done by this technique. The last 38 were done with 
the patient under general endotracheal anesthesia, 
and complete pneumoencephalography was done. 
In this series, an attempt was made to introduce air 
by ventriculography and cisternal puncture, but 
these procedures were abandoned in favor of the 
lumbar route because of inadequate filling and 
greater potential dangers with use of these methods. 
The polyethylene cannula was introduced through 
a small incision and a bur hole just superior 
to the zygomatic process of the temporal bone. In 
the medial direction it was aimed directly at the 
roof. of the third ventricle and advanced until its 
tip was in position to deliver injected materials 1.5 
cm. lateral to the wall of the third ventricle. The 
anteroposterior placement of the needle was 3-5 
mm. posterior to the posterior lip of the intraventric- 
ular foramen. The catheter was sutured firmly to 
the scalp and kept in place two to three weeks. The 
material injected contained ethy] cellulose, 8%, and 
ethyl alcohol (Etopalin), 92%. Three to five injec- 
tions of 0.75 cc. were made during a 15-day period. 
The first injection was done at operation if local an- 
esthesia was used. If general anesthesia was used, 
the first injection was delayed until the patient had 
recovered from pneumoencephalography and gen- 
eral anesthesia. The position of the cannula was 
checked by x-ray prior to each injection. It was fur- 
ther checked prior to the first injection by the in- 
stillation of 0.5 cc. of 1% solution of procaine 
hydrochloride. If the catheter was the type which 
contains a small balloon at its tip, the balloon was 
inflated at the time of injection as a means of 
estimating what the effect of the alcohol will be, as 
well as a method of localizing the alcohol in one 
area. Should either of these methods fail to produce 
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the anticipated improvement in symptoms, the posi- 
tion of the catheter may be changed by either ad- 
vancing or retracting the tip. 

The operation is first done on one side, and two 
to four months later it is repeated on the contralat- 
eral side. The procedure is done with the patient in 
the upright position. A portable x-ray machine is 
kept in the operating room, and frequent anteropos- 
terior and lateral x-rays are taken throughout the 
procedure for accurate placement of the catheter. 

In this study it was felt that general anesthesia 
is preferable for the procedure, as it has consider- 
ably reduced the trauma to both the patient and the 
surgeon. This makes possible full pneumoencepha- 
lography and more accurate delineation of the cra- 
nial landmarks. Operating time for the procedure 
was one to one and one-half hours. There were no 
wound infections in this series. 


Selection of Patients 


In this series of procedures there has been a 
change in the requirements for operability in Park- 
insonism. During the first 10 procedures, the re- 
quirements were that medical treatment had been 
a total failure. This usually meant that the patient 
was bedfast, or nearly so, and unable to feed or 
dress himself. It soon became evident that this pro- 
cedure is potentially lethal in elderly debilitated pa- 
tients, as many of these patients were. This combi- 
nation of age and debilitation led directly to the two 
fatalities which occurred during the first 10 proce- 
dures. In addition, five major fractures occurred 
after minimal trauma in patients who were made 
ambulant after having been bedfast for prolonged 
intervals. 

It is presently recommended that the procedure 
should be done when the patient loses social com- 
pensation. An intense attempt at medical manage- 
ment is first made. If the patient is unable to main- 
tain employment or requires help in feeding or 
dressing, I feel that the procedure is indicated. Ex- 
perience with patients with far-advanced arterio- 
sclerosis, periarticular fibrosis, and age greater than 
65 years has been disappointing. Therefore, these 
factors are considered to be contraindications for 
the procedure. Far-advanced impairment of vocali- 
zation and swallowing also contraindicates the pro- 
cedure, as these components of the syndrome are 
not improved by it and may, in fact, be made tem- 
porarily worse. 


Results 


Only two components of Parkinsonism are im- 
proved by chemopallidectomy. These are plastic 
rigidity and pill-rolling tremor. The symptoms sec- 
ondary to plastic rigidity, such as muscle cramps, 
bradykinesia, easy fatigability, and retropulsion, are 
all improved proportionately to the reduction in ri- 
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gidity. The pill-rilling tremor is reduced, but not as 
consistently as the rigidity. This has not been a 
great disadvantage to the operative procedure, since 
the most disabling component of the syndrome is 
the rigidity. 

It is of interest to note that in many patients with 
bilateral disease who have had a unilateral opera- 
tion there has been a continued and unchanged 
progression of the disease on the ipsilateral or unop- 
erated side. No postoperative progression of symp- 
tomatology on the contralateral or operated side has 
been noted. 

The bulbar components of the syndrome, which 
were made worse by surgery, all returned to the 
preoperative level, only to have progression in im- 
pairment at what appears to be the preoperative 
rate. This was noted in 10 patients. Flapping, pen- 
dular tremors were made worse in two patients. 
Two patients had spontaneous outbursts of laugh- 
ing or crying which were unrelated to a feeling of 
sadness, and these were unchanged by the opera- 
tive procedure. There have been no epileptic seiz- 
ures in this series of patients. 

It should be pointed out that these patients all 
had moderate to severe disease prior to operation, 
and none were made completely well by the pro- 
cedure. There was considerable reduction of rigid- 
ity and tremor, to a point near 100%. Despite the 
reduction, the patients could easily be identified as 
having Parkinsonism after operation, and none of 
them reestablished what could be considered the 
normal synergistic motor pattern. For this reason, 
it was elected to classify the patients into the fol- 
lowing categories: (1) 75% or more reduction in 
symptoms, (2) 50% reduction, (3) 25% or less re- 
duction, and (4) no improvement at all. 

Forty-three procedures were done for Parkinson- 
ism. There were two deaths, one hemiplegia, and 
seven total failures insofar as relief of tremor and 
rigidity is concerned. Mortality for the entire series 
was 4%, The total failure rate with the procedure 
was 23%. One death was from staphylococcic pneu- 
monia resistant to antibiotics, and the second death 
was from overhydration and pulmonary edema. 
Both deaths and three of the failures occurred in 
the 14 patients operated on under local anesthesia. 
The one hemiplegia and four other failures oc- 
curred in the 29 patients operated on under general 
anesthesia. Two of the last four failures occurred in 
patients whose disease was far-advanced and who 
probably should not have been subjected to the 
procedure. However, in this disease the surgeon fre- 
quently finds that insistence on operation by pa- 
tients and pressure by the attending physician are 
apt to make for selection of patients who are not 
ideal for surgical treatment. 

In those patients surviving the procedure, it was 
the impression that 70% had 75% reduction in rigid- 
ity; 10% had 50% reduction; and 1% had 25% re- 
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duction or less. The improvement in tremor was less 
impressive. Forty-eight per cent of the patients had 
75% or more reduction; 16% had 50% reduction; 
2.5% had 25% reduction; and 33.5% had no reduc- 
tion in pill-rolling tremor. In properly selected pa- 
tients, it seems likely that 90% of those operated on 
should have an impressive reduction in rigidity and 
approximately 65% should have a satisfactory re- 
duction in tremor. Therefore, I would not hesitate 
to recommend this procedure to a patient whose 
principal impairment was plastic rigidity and in 
whom age and debilitation did not contraindicate 
the procedure. 

Two procedures were done for dystonia muscu- 
lorum deformans, with nearly complete reduction of 
the at&etoid movements. One of these patients was 
nearly bedfast in the preoperative period. He re- 
cently passed his examination and received a driv- 
er’s license in the state of Oregon. Three procedures 
were done for lifelong, nonprogressive athetoid 
movements. None of these patients were improved. 
One patient had a chemopallidectomy on the left 
side for spasmodic torticollis on the right. He was 
not benefited. Three patients had chemopallidec- 
tomy for acquired choreiform movements. All were 
greatly improved. 


Summary 


Fifty-three patients were subjected to chemopal- 
lidectomy for dystonia of basal ganglion origin; 
there was a 4% mortality and a 2% hemiplegia rate. 
The procedure afforded considerable reduction in 
plastic rigidity and tremor of Parkinsonism. The 
other components of the syndrome were not im- 
proved. 

Good results were obtained in the treatment of 
dystonia musculorum deformans and acquired cho- 
reiform movements. The procedure was of no value 
in congenital athetosis and spasmodic torticollis. 

833 S. W. llth Ave. (5) (Dr. Paxton). 


The ethyl cellulose and ethyl alcohol injection material 
used in this study was supplied as Etopalin through Dr. 
Frank A. Travis of Ciba Pharmaceutical Products, Inc., Sum- 
mit, N. J. 
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NEPHRECTOMY 


COMPARISON OF FIFTY-THREE CASES WITH THREE HUNDRED EIGHTY-FIVE CLASSIC NEPHRECTOMIES 


Willoughby E. Kittredge, M.D. 


and 


John C. Fridge, M.D., New Orleans 


In 1949, 34 cases of subcapsular nephrectomy 
were compared with 100 cases of classic nephrec- 
tomy performed by members of the department of 
urology at the Ochsner Clinic.’ This study sug- 
gested that in indicated cases the subcapsular ap- 
proach has certain advantages over the classic 
operation. Since that report subcapsular nephrec- 
tomy has been performed on 19 additional patients. 
It is the purpose of this paper to compare these 53 
cases with the 385 classic nephrectomies performed 
during the same period to determine if the same 
impression still prevails. 

The subcapsular method of removal of the kid- 
ney has been employed for more than half a cen- 
tury. Mayo* saw the operation performed in 
Tuffier’s Clinic in Paris in 1900. Fourteen years 
iater he saw Federoff perform the same operation 
in Petrograd by a slightly different technique.” 
Joly * credited Albarran with being the first to de- 
scribe a method of isolating the ureter in subcap- 
sular nephrectomy. In 1942 Lazarus suggested a 
method for protecting the diaphragm in difficult 
nephrectomies which probably represented a partial 
subcapsular nephrectomy. 

Kimbrough and Morse * recently emphasized the 
indications of subcapsular nephrectomy. This 
method is indicated particularly in two groups of 
patients. The first includes patients with chronically 
infected kidneys in which severe perinephritis has 
developed with resultant fixation to adjacent struc- 
tures. In 46 of our 53 patients having subcapsular 
nephrectomy, the diagnosis was calculous pyone- 
phrosis or infected hydronephrosis. The second 
group consists of patients who have had previous 
renal surgical procedures.’ Forty per cent of our 
53 patients having subcapsular nephrectomy had 
had previous renal operations, as constrasted with 
only 4% of our patients having classic nephrectomy. 
In these two groups of cases subcapsular nephrec- 
tomy not only is technically easier to accomplish 
but also affords protection to surrounding structures. 

During performance of classic nephrectomy, a 
number of accidents can occur. These include in- 
juries to the vena cava* or duodenum” on the 
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Subcapsular nephrectomy has advantages 
over classic nephrectomy in certain types of 
renal pathology. During performance of 
classic nephrectomy, a number of accidents 
can occur. These include injuries to the vena 
cava or duodenum on the right side, to the 
stomach, spleen, or aorta on the left side, 
and on either side to the colon or small 
intestines, diaphragm, pleura, pancreas, 
adrenal glands, or renal pedicle. However, 
in subcapsular nephrectomy the thickened 
capsule is left attached to the peritoneum or 
diaphragm, and this affords protection to the 
contents of the chest and abdominal cavities. 
Because it requires less time to perform sub- 
capsular nephrectomy than classic nephrec- 
tomy, the subcapsular approach is particu- 
larly indicated in patients considered poor 
surgical risks, in whom the pathological 
condition of the kidney would render a 
classic nephrectomy tedious and difficult. 


right side, to the stomach, spleen, or aorta on the 
left side, and on either side to the colon or small 
intestines, diaphragm, pleura, pancreas,’ adrenal 
glands, or renal pedicle. However, in subcapsular 
nephrectomy the thickened capsule is left attached 
to the peritoneum or diaphragm and this affords 
protection to the contents of the chest and abdom- 
inal cavities. Subcapsular nephrectomy is, of course, 
contraindicated in patients with renal tuberculosis 
or neoplasms because in such cases all involved 
tissue must be removed. 

The technique of subcapsular nephrectomy used 
by us is as follows: The same lumbar Mayo incision 
as is used for classic nephrectomy is made. The 
renal fascia (Gerota’s fascia) is opened as far 
posteriorly as possible and the kidney is exposed. 
If additional exposure is needed, the last rib is 
resected. The convex border of the kidney is ex- 
posed; no attempt is made to mobilize the entire 
kidney. Along the convex border an incision is made 
through the inflammatory capsule and the true 
capsule down to the renal cortex. With a finger the 
kidney is shelled out of its capsule down to the 
hilum. The capsule is circumcized around the renal 
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pedicle as completely as possible with a knife in 
order to free the pedicle for accurate ligature, after 
which two clamps are applied to the pedicle. The 
kidney is excised, care being taken to leave a tem- 
porary cuff of tissue distal to the more superficial 
clamp to guard against slipping of the pedicle 
through the clamps. After the pedicle has been 
secured, this excess tissue is trimmed off. The 
pedicle is ligated with multiple transfixion sutures 
of absorbable chromic surgical suture. If feasible 
the ureter is isolated and divided in the usual 
manner; otherwise, it is left alone. Sometimes it 
may be necessary to decapsulate only that portion 
of the kidney adherent to the diaphragm or peri- 
toneum with complete extracapsular dissection of 
the remaining surfaces. This reduces the amount 
of inflammatory tissue left in the wound. Sometimes 
oozing from the inner surface of the remaining 
capsule will require packing of the wound for 48 
hours. Otherwise a simple Penrose drain is used. 
The wound is then closed in the usual manner. 
Comparison of Results 

In general, the patients in our series having 
subcapsular nephrectomy were poorer surgical 
risks than those having classic nephrectomy. Thus, 
38% of our patients having subcapsular nephrec- 
tomy were poor surgical risks as contrasted with 
only 4% of those having nephrectomy. In these pa- 
tients who are poor surgical risks the subcapsular 
approach is usually preferable to the classic be- 
cause it requires, on an average, less time than 
the classic operation. The average time required for 
performance of subcapsular nephrectomy in our 
series was 70 minutes, whereas for the classic 
technique it was 81 minutes. However, patients 
usually stay in the hospital a little longer after 
subcapsular than after classic nephrectomy. Our 
patients had to remain in the hospital after sub- 
capsular nephrectomy on an average of three days 
longer than those having classic nephrectomy. Thus, 
the average duration of hospitalization in the sub- 
capsular group was 15 days and in the classic group 
12 days. The maximum duration of postoperative 
hospitalization for the subcapsular group was 32 

edays and the minimum 7 days, whereas for the 
classic group these figures were 47 and 6 days re- 
spectively. 

Persistent drainage of the wound complicated 
both types of nephrectomy, but the average duration 
of wound drainage for the subcapsular group was 
considerably longer than for the classic group, be- 
ing 37 days and 16 days respectively. The maximum 
duration of wound drainage in the subcapsular 
series was 153 days as contrasted with 113 days for 
the classic cases. Persistent purulent drainage from 
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the wound after subcapsular nephrectomy may be 
due to retained infected elements, usually part of 
the inflammatory capsule, which will necessitate 
reopening the wound at a later date to remove this 
tissue. One patient whose wound drained for 153 
days after subcapsular nephrectomy later required 
a second operation for removal of a calculus in the 
renal pelvis that had been deliberately undisturbed. 
However, one patient whose wound drained for 113 
days after classic nephrectomy also required removal 
of infected tissue before the wound completely 
healed. The only other complication in both series 
was a colic fistula that developed in a patient having 
classic nephrectomy for extensive renal neoplasm. 

The mortality for subcapsular nephrectomy was 
somewhat higher than for the classic cases, the inci- 
dences being 5.7 and 0.8% respectively. However, 
it must be remembered that the three deaths asso- 
ciated with subcapsular nephrectomy occurred 
among only 53 cases, whereas the three deaths after 
the classic operation occurred among 385 cases, so 
that it would be unfair to compare these percent- 
ages. Also, all three deaths in the subcapsular group 
were in elderly women. One, aged 76, died of a 
cerebral hemorrhage on the 17th postoperative day 
after an uneventful postoperative course up to that 
day. The second woman, aged 74, died of a septic 
pulmonary infarct on the 62nd postoperative day. 
The third patient, with myelosclerosis and ad- 
vanced calculous pyonephrosis, died of postopera- 
tive collapse. Two of the three deaths in the classic 
group were due to pulmonary emboli, and the third 
was due to uremia. 


Summary 


Comparison of 53 cases of subcapsular nephrec- 
tomy with 385 classic nephrectomies performed 
during the same period by members of the depart- 
ment of urology at the Ochsner Clinic indicates 
that in two groups of cases subcapsular nephrec- 
tomy has certain advantages over classic ne- 
phrectomy. The first includes patients with 
chronically infected kidneys in which severe perine- 
phritis has developed with resultant fixation to 
adjacent structures and the second consists of pa- 
tients who have had previous operations on the 
kidney. Because it requires less time to perform 
subcapsular nephrectomy than classic nephrectomy, 
the subcapsular approach is particularly indicated 
in patients considered poor surgical risks. 

3503 Prytania St. (15) (Dr. Kittredge). 
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CLINICAL NOTES 


NEW BANDAGE SCISSORS 


Preston J. Burnham, M.D., Salt Lake City 


It has been an accepted fact for many years that 
bandages and tape can be safely cut away from 
the patient’s skin only with scissors that have the 
point of the lower blade protected by a large acorn- 
shaped metal protuberance. The scissors work quite 
nicely when the bandage is loose; however, when a 
tight bandage, such as a snugly wrapped finger- 
bandage, is to be removed, it is a painful process 
to push the acorn tip between a crushed finger and 
its bandage. It reminds one of an ancient method of 
torture in which wedges were pounded beneath 
wrist gyves to crush the wrists. 

Early in 1956, I began using the type of scissors 
pictured in the figure (A). Note that there is no 
acorn on the tip of the lower blade. Instead, the 
blade comes to a smooth, rounded point which is 
only slightly longer than that of the upper blade. 
This fact enables one to cut with the full length of 
both blades. The acorn-tipped scissors, on the other 
hand, had to be pushed far under the bandage, and 
cutting could be accomplished only up to within 
% to % in. of the end of the lower blade. 

Another advantage of these scissors is the inden- 
tation in each limb of the handle (see figure A). 
This facilitates grasping the hub of any needle on 
a syringe for easy removal of the needle. 

Note in the figure (B) that the lower blade slips 
easily beneath the tightest bandage. This makes for 
painless bandage removal for the patient and con- 


Consultant in Surgery on the Hand, Utah Crippled Children’s Serv- 
ice; Clinical Instructor in Surgery, College of Medicine, University of 
Utah; and Attending Surgeon, St. Mark’s Hospital. 


venience for the surgeon. For two years I have 
used the scissors on all dressings anywhere on the 
body and have found that, besides slipping easily 
and painlessly beneath tight bandages, their short 
cutting action easily goes through the toughest 


New bandage scissors: A, lower blade point is smooth 
and rounded instead of acorn-shaped, and scissors has 
squared indentation in each handle proximal to fulcrum to 
grasp needle hub. B, blade slips easily and painlessly under 
tight bandage. 


dressings without binding. The newly designed 
point of the lower blade does not catch in the skin 
or in the dressing. 

508 E. South Temple. 
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WHERE ARE THE CASES OF RADIUM POISONING? 


A PLEA FOR ASSISTANCE 


Samuel D. Clark, M.D., Cambridge, Mass. 


Is fall-out from atomic bombs dangerous to us or 
to our descendants? What will be the effect of 30 
years’ continuous exposure to strontium 90 and 
other radioactive materials? These questions have 
produced more speculations than facts. The an- 
swers may well be right in front of us if we would 
only look at them. We cannot afford to dally much 
longer. How many know that there are alive today 
a large number of persons who have been harbor- 
ing radioactive substances within their systems for 
over 30 years, a full generation? These persons are 
generally referred to as having cases of radium 
poisoning—internal deposits of radium, mesotho- 
rium, radiothorium, thorium X, thorium dioxide, or 
any combination of these materials. Some painted 
watch dials, some drank “Radithor,” and others had 
injections of radium chloride, a type of accepted 
therapy in 1927. Most doctors and laymen alike 
assume that these persons have all been dead for 
years. This is far from the case. 


Need for Cases 


While some were injured, we are reasonably cer- 
tain that about 2,000 luminous dial painters from 
the early 1920's are still living, most of them in good 
health. There are probably several hundred who 
drank radium water or who had injections of 
radium salts during the period 1915-1930 who are 
still very much alive today, but, except for a few, 
we do not know who or where they are. The pub- 
licity created by the death of a few was partly 
responsible for the elimination of the dangers in 
the use of radium in more recent years. 

In 1956, at the request of the Atomic Energy 
Commission, a committee met in Washington, D. C., 
to give further consideration to the problem of the 
biological response of man to continuous low doses 
of strontium 90. This committee recommended that 
the human radium exposure cases be restudied to 
see whether there was any correlation between the 
incidence of minimal bone changes and the inci- 
dence of bone tumors. A major problem in such a 
study is the finding of these radium poisoning cases 
of an earlier generation and making them available 
for study before the persons involved die from nat- 
ural causes. Time is of the essence in this search. 
By examining human beings with 30 years’ exposure 
to minute amounts of radiation (not laboratory ani- 
mals with a few months’ exposure), we can get a 
much clearer picture of what to expect 30 years 
from now. 


From the Radioactivity Center, Department of Physics, and the 
Department of Medicine, Massachusetts Institute of Technology. 


A frustrating side of this problem is the near cer- 
tainty that all the files and records of the early 
workers in radium have been destroyed by either 
accident or inadvertence. For example, the records 
of the investigation by the U. S. Department of 
Labor in 1929 were destroyed in 1944 as a routine 
measure. The U. S. Public Health Service reported 
on the hazards of the radium dial painting industry 
in 1933. All of the detailed information identifying 
personnel and plants using or producing luminous 
paints was lost in a flood in 1942. The files of in- 
dividual investigators, such as those of the late Dr. 
Frederick B. Flinn of the Columbia University 
College of Physicians and Surgeons, have all been 
destroyed because their value was not recognized. 

Before it is too late we must leave no stone un- 
turned in our efforts to find and study every pos- 
sible case. Doctors, nurses, and the medical records 
departments of hospitals, if aware of the need for 
finding cases of radium ingestion or injection, could 
be of inestimable value in locating these persons. 


Radioactivity Center 


In the belief that there is an urgent necessity for 
collecting and integrating this information and for 
keeping it intact, a central catalogue for recording 
all cases of chronic irradiation poisoning in human 
beings by certain internally deposited alpha emit- 
ters has been set up at the Radioactivity Center of 
the Massachusetts Institute of Technology. This is 
being done under the guidance of Prof. Robley D. 
Evans, with the medical supervision of myself. All 
available records in this field are now being micro- 
filmed, and a punch-card system has been installed 
for recording data on persons with radium poison- 
ing. This information will then be available in one 
location for future study and correlation of such 
items as the amount of internally deposited radio- 
activity, shortening of life span, susceptibility to 
other diseases, and incidence of bone changes and 
tumors. 

The following investigators in the United States 
and Great Britain are collaborating with the Radio- 
activity Center at M. I. T. in this project: Dr. Robert 
J. Hasterlik of the Argonne Cancer Research Hospi- 
tal, Dr. Austin M. Brues and Mr. L. D. Marinelli of 
Argonne National Laboratory, Mr. Lester A. Barrer 
of the New Jersey State Department of Health, and 
Prof. W. V. Mayneord of the Royal Cancer Hos- 
pital, London. 
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Signs of Radium Poisoning 


There are several conditions that should make 
one suspicious of radium poisoning if, as is often 
the case, the patient has long since forgotten his or 
her contact with radioactive substances. These are 
(1) spontaneous fractures without evidence of a 
neoplasm at the site of the fracture (often these pa- 
tients have had repeated fractures before the etiology 
is discovered ); (2) osteogenic sarcomas which may 
develop 25 or more years after exposure to radium; 
and (3) neoplasms of the paranasal sinuses, which 
may also appear many years after exposure to ra- 
dium. The roentgenologist should be on the lookout 
for a generalized demineralization of the bones and 
the sclerotic appearance of the metaphysial ends of 
the long bones and of the skull due to multiple small 
infarcts. Many of the dial painters had unusual 
trouble with their teeth, losing them at an early 
age and having a long convalescence after extrac- 
tions. Therefore, an edentulous female, 45 to 55 
vears of age, with a spontaneous fracture might well 
be questioned as to possible radium exposure in the 
past. 

When to Report a Case 

It is our hope that the doctor who has any know!l- 
edge or clue as to the whereabouts of any person, 
living or dead, who falls in the following categories 
will notify the Radioactivity Center, Massachusetts 
Institute of Technology, Cambridge 39, Mass., im- 


mediately. These categories are as follows: (1) per- 
sons who ingested radium compounds of any sort, 
either therapeutically or in the course of their occu- 
pation, e. g., dial painting; (2) persons who re- 
ceived parenteral injections of radium compounds 
for such conditions as arthritis, hypertension, and 
gout; and (3) persons who suffered exposure in the 
process of radium research or the manufacture of 
radium products, such as chemists, physicists, and 
laboratory assistants. (It should be emphasized at 
this time that we are not concerned with those 
persons who were exposed to x-rays or the applica- 
tion of radium in such forms as radon seeds. ) 

As these cases are registered, the Radioactivity 
Center will work in close cooperation with the 
physician listing them, and all contacts with these 
persons will be made only through the reporting 
physician. The specific nature of the studies, such 
as x-rays, body radium level estimates, and other 
laboratory procedures, will be decided after dis- 
cussion of the particular circumstances of each in- 
dividual case with the doctor. In some instances 
the Radioactivity Center may be able to finance all 
or part of these studies. In no case, however, will 
the existing doctor-patient relationship be jeopar- 
dized. 

77 Massachusetts Ave. (39). 


This work is supported in part by the Division of Biology 
and Medicine, U. S$. Atomic Energy Commission. 
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USE OF DRUGS IN SHOCK ACCOMPANYING MYOCARDIAL INFARCTION 


Arthur Selzer, M.D. 


and 


David A. Rytand, M.D., San Francisco 


Shock is one of the most dreaded sequels of 
acute myocardial infarction. Its mortality rate, esti- 
mated at about 80%, is approximately three to four 
times higher than the over-all mortality of acute 
myocardial infarction, as based on unselected series, 
and more than 20 times higher than some “good- 
risk” series. With arrhythmias and thromboembolic 
phenomena, it constitutes a triad of complications 


fon the Department of Medicine, Stanford University School of 
Medicine. 


of myocardial infarction, the elimination of which 
would tremendously improve the prognosis of a 
single attack. 

Within the past decade the therapeutic approach 
to shock accompanying myocardial infarction has 
changed from passive and symptomatic treatment 
to an active and vigorous use of drugs including 
blood volume expanders. The evaluation of such 
therapy and the establishment of a clear-cut policy 
are difficult for two reasons. In the first place, the 
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causes and mechanism of this form of shock are 
not well understood. Secondly, the extreme seri- 
ousness of this condition precludes all but the 
simplest methods of objective circulatory studies. 
This report attempts to evaluate critically the pres- 
ent status of drug therapy of shock associated with 
acute myocardial infarction. 


Nature of Shock Accompanying 
Myocardial Infarction 


Shock may be defined as a clinical syndrome 
associated with a physiological state in which the 
circulating blood volume is disproportionately small 
for the size of the vascular bed. Shock thus arises 
when blood pressure necessary for the perfusion of 
important organs cannot be maintained. It is, there- 
fore, a failure of the peripheral circulatory regula- 
tion system, and the abnormally low cardiac output 
characteristic of shock is ordinarily a phenomenon 
secondary to inadequate venous return to the heart. 
On the other hand, the heart may, under certain 
circumstances, become the principal cause of shock, 
in which case shock becomes primarily cardiac, or 
“cardiogenic” in origin. The concept of cardiogenic 
shock implies that the heart is incapable of main- 
taining adequate output for the sustenance of a 
reasonable blood pressure in spite of an adequate 
venous return.' There are two clinical syndromes 
in which this appears to be the case, pericardial 
tamponade and tachycardias with intolerably rapid 
ventricular rates. In both of these conditions the 
clinical picture of shock may appear, often accom- 
panied by signs of congestive failure. In neither of 
these syndromes is failure of the myocardium pres- 
ent; in the one, a high intrapericardial pressure and, 
in the other, a short diastole interfere with diastolic 
filling of the heart and so produce critical fall in 
cardiac output. Massive myocardial infarction may 
destroy enough of the functioning myocardium as 
to produce sudden left ventricular failure severe 
enough to cause shock. 

It would seem obvious that, in myocardial in- 
farction, the peripheral factor and the cardiogenic 
factor may both be present and, in part, may be 
responsible for each other. Pain and tissue destruc- 
tion in general, including myocardial infarction, 
are shock-producing factors by way of the periph- 
eral mechanism. On the other hand, the inadequate 
coronary perfusion resulting from prolonged hypo- 
tension may bring about cardiac failure or even 
myocardial infarction. Shock complicating myocar- 
dial infarction could thus be considered to involve 
a vicious circle, wherein it would be impossible to 
determine the principal initiating mechanis: 

The two opposing concepts of shock secondary 
to myocardial infarction are of considerable prac- 
tical importance. If it is established that this form 
of shock is primarily neurogenic in origin, then the 
purpose of therapy would be to maintain or re- 
store arterial pressure by the use of purely periph- 
erally acting pressor drugs. If, on the other hand, 
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this form of shock is entirely a manifestation of 
cardiac failure, then peripheral pressor effect would 
constitute an additional overload upon the already 
incompetent, overstretched heart and would be 
highly undesirable. In this case, drugs with cardio- 
tonic effect would be helpful. 

Both clinical and experimental studies have 
contributed little to the understanding of shock 
secondary to myocardial infarction. Circulatory 
measurements in even milder cases of myocardial 
infarction have demonstrated some elements of 
failure, such as lowered vital capacity, prolonged 
circulation time,’ and increased venous pressure.” 
The cardiac output tends to be low in myocardial 
infarction,‘ with patients in shock showing, as a 
rule, lower values than those not in shock. These 
observations are, however, insufficient to establish 
cardiac failure as the primary cause of shock. Ex- 
perimentally, cardiogenic shock has been repro- 
duced by massive destruction of the myocardium ° 
or by severe overloading of the right ventricle,” but 
shock can also be produced by peripheral mecha- 
nisms.” 

Bedside observations in patients with acute myo- 
cardial infarction indicate that, if circulatory dis- 
turbances appear clinically in the course of acute 
myocardial infarction, they are likely to present 
themselves at first as pure cardiac failure (orthop- 
nea, pulmonary edema, gallop rhythm, pulsus al- 
ternans, and congestive phenomena) or as pure 
shock (restlessness, cold perspiration, ashen cyano- 
sis, tachycardia, and evidence of intense vasocon- 
striction). The combination of both syndromes is 
considerably less common than the appearance of 
either one alone, and a picture of severe cardiac 
failure associated with severe shock in a patient is 
usually a terminal event. 

The variability in the clinical picture of shock 
presents the possibility that shock accompanying 
myocardial infarction may be caused by different 
mechanisms in different cases.” The following good 
arguments can be advanced against the theory that 
a single pathogenic factor causes shock in myo- 
cardial infarction: (1) the aforementioned variety 
of clinical patterns of shock secondary to myocar- 
dial infarction; (2) the occasional successful re- 
versal of shock by the elimination of such diversi- 
fied contributory factors as severe pain in some 
cases and cardiac arrhythmias in others; and (3) 
reports by careful observers of partial or complete 
relief of shock secondary to myocardial infarction 
by the use of agents having directly opposite ac- 
tions upon the circulatory system, such as phle- 
botomy, on the one hand,” and blood transfusions, 
on the other,"® or digitalis '' and peripherally acting 
pressor amines.'* 

It was, therefore, suggested that the early shock 
which develops immediately after the initial attack 
may be of the nature of reflex vasomotor collapse, 
whereas the late shock, characterized by gradual 
onset and often accompanied by some evidence of 
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cardiac failure, suggests cardiogenic mechanism." 
Between these two “pure” forms of shock, there 
may be many intermediate and combined forms. 


Indications for Therapy 


The fall in blood pressure which frequently ac- 
companies myocardial infarction has two effects 
upon the heart, the favorable effect of lowering 
the work of the damaged organ and the unfavor- 
able one of reducing the perfusion pressure in the 
coronary circulation. The latter may be of particu- 
lar importance, in that higher perfusion pressure 
might provide some collateral blood supply to the 
damaged areas. It may be assumed that the two 
opposite factors balance each other under ordinary 
circumstances. The appearance of the clinical 
manifestations of shock suggests that arterial pres- 
sure has fallen below the critical point of perfusion 
of important organs, including the heart, and that 
higher pressure may be necessary, regardless of its 
increased work load on the heart. Probably the fall 
in blood pressure that often follows acute myo- 
cardial infarction is, in part at least, a manifesta- 
tion of a homeostatic mechanism which attempts 
to set the work of the heart at an optimal level. It 
would follow that the establishment of an arbitrary 
danger level of blood pressure is unsound. An ex- 
pectant conservative attitude can be recommended 
even in the presence of systolic pressure as low as 
80 mm. Hg, provided that none of the signs of 
shock are present, that the patient’s urinary output 
is adequate, and that the heart rate is not unduly 
rapid. On the other hand, signs of shock may ap- 
pear in a patient who had hypertension prior to 
the attack, even though the systolic pressure may 
be 120 mm. Hg or more; in that case, treatment 
may be indicated. Thus, the primary indication for 
treatment is the presence of clinical signs of shock. 
When shock is present, it is necessary to decide 
whether to use simple, nonspecific measures or to 
use antishock therapy. Nonspecific measures, in- 
cluding recumbency, administration of oxygen, and 
the use of morphine or its substitutes, sometimes 
correct the early shock which may be a manifesta- 
tion of simple stress, apprehension, or nausea, or 
which may be a form of vasovagal collapse. If 
shock is of overwhelming severity or if it does not 
respond to nonspecific measures within a reason- 
able time, then more specific antishock therapy 
should be undertaken. Such therapy should be con- 
sidered a major therapeutic maneuver and itself 
carries a definite risk. 

In some cases, shock secondary to myocardial in- 
farction may be associated with the presence of 
various forms of cardiac arrhythmias, which may be 
assumed to contribute to the state of shock. These 


include rapid cardiac rhythms, such as paroxysmal . 


tachycardias, atrial flutter or fibrillation with un- 
controlled ventricular rates, on the one hand, and 
higher degrees of heart block with slow ventricular 
rates, on the other. In the presence of circulatory 
embarrassment, even minor disturbances of rhythm, 
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such as brief periods of bigeminal rhythm, could 
contribute to heart failure or shock. This is sug- 
gested by the fact that even a single premature beat 
can be followed by the appearance of mechanical 
alternation of the pulse for a period of several beats. 
Therefore, a serious effort should be made to elim- 
inate arrhythmias, if possible, before antishock 
therapy is instituted. In those cases in which shock 
is associated with obvious evidences of cardiac 
failure, either left ventricular or combined type, 
treatment of failure should take precedence over 
antishock therapy. 


Drug Therapy 


Pressor Amines.—Sympathomimetic drugs with 
primary effect on peripheral arterioles are usually 
referred to as “pressor amines” and are used be- 
cause of their action in increasing the systemic pe- 
ripheral arteriolar resistance. Pressor effect is only 
one of their actions, however, and their effective 
use in hypotension may be overshadowed by other, 
undesirable actions. Thus, few of the older sympa- 
thomimetic drugs are useful for the treatment of 
shock. Epinephrine, the most powerful local vaso- 
constrictor, has a negligible effect on the peripheral 
vascular resistance. Its pressor effect is, in most part, 
due to a powerful stimulation of the myocardium 
and increase in cardiac output. The associated in- - 
crease in myocardial irritability makes it an unsuit- 
able drug for the treatment of myocardial infarction 
and cardiac failure. Ephedrine and amphetamine 
(Amphetamine, Benzedrine, Raphetamine ) have an 
action similar to that of epinephrine, though slower 
and more sustained, and differ from the latter by 
being effective orally. These two drugs do not have, 
however, a dependable pressor effect and are used 
more for their bronchodilating and cerebrum-stimu- 
lating effects, respectively, although ephedrine has 
been used with equivocal results in the treatment of 
postural hypotension. Phenylephrine (Neo-Syneph- 
rine) was the first pressor amine to be used as a 
pressor agent during spinal anesthesia because of 
the predominant action on the cardiovascular sys- 
tem. Similar uses have been applied to hydroxy- 
amphetamine (Paredrine). However, not until 
levarterenol (Levophed) became available did in- 
terest awaken in the use of pressor amines for shock 
occurring in cardiac patients. 

Levarterenol, also known as [-norepinephrine, 
was long suspected of being the adrenergic nerve 
mediator, since it has been isolated from adrenal 
medullary extracts. The separation of pure levar- 
terenol from racemic arterenols in 1948 supported 
the hypothesis of its physiological function and pro- 
vided a basis for the study of its pharmacodynamic 
action, which eventually led to its clinical applica- 
tion in the treatment of hypotensive states. Studies 
by Goldenberg and co-workers '* have shown that 
levarterenol administered as a continuous intrave- 
nous infusion increases the systemic blood pressure 
without increasing the cardiac output, therefore 
significantly raising peripheral resistance. In addi- 
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tion, levarterenol causes significant capillary and 
venous constriction. It has, furthermore, a direct 
stimulating effect upon myocardial contractility in 
the dog.’* The question as to whether levarterenol 
enhances undesirable cardiac arrhythmias, a by- 
product of the myocardium-stimulating effects of 
drugs, is still a subject of controversy. Experimental 
evidence supports, as a whole, the view that the 
severe arrhythmogenic effect of epinephrine is 
matched by that of levarterenol.’® Clinical studies 
suggest, on the other hand, that therapeutic doses 
of levarterenol do not frequently precipitate ar- 
rhythmias, although some investigators stress the 
importance of such dangerous complications."° 

The action of levarterenol in increasing the periph- 
eral resistance in human beings is amply demon- 
strated, both in normal individuals and in patients 
with shock.'’ This action makes it admirably suit- 
able in normovolemic and hypervolemic forms of 
shock.’ Levarterenol has been used extensively in 
shock secondary to acute myocardial] infarction.“ 
The results of all the earlier studies were interpreted 
as showing that it has a beneficial effect on shock of 
myocardial infarction, both in restoring a more 
normal arterial pressure and in reducing the over-all 
mortality rate. A significant pressor effect was ob- 
served in the majority of cases. The effect upon the 
mortality rate showed a wide variation, with its 
reduction, to 14% in one small series and with 
relatively little reduction in others. Recently, re- 
ports have appeared denying any beneficial effect 
whatsoever of levarterenol in shock secondary to 
myocardial infarction.” 

A critical evaluation of the effect of levarterenol 
on cardiogenic shock is rather difficult in view of the 
contradictory results. The difficulty is, in part, due 
to the lack of uniformity in defining the state of 
shock that follows myocardial infarction. The wide 
range of responses to therapy suggests that different 
types of patients were treated and compared with 
each other. Furthermore, the theoretical indications 
for therapy with levarterenol are not entirely clear. 
Those investigators who regard shock as a disturb- 
ance of the vasomotor mechanism use levarterenol 
primarily for its peripheral action of increasing ar- 
teriolar resistance. Those who believe that shock of 
myocardial infarction is cardiogenic regard any 
success from use of levarterenol as largely caused 
by direct myocardial action.'® The latter view is 
based on two observations: (1) the use of levar- 
terenol in patients who exhibited shock and cardiac 
failure, in whom signs of pulmonary edema and 
congestive phenomena improved; and (2) the fail- 
ure to note such an improvement in similar patients 
treated with phenylephrine, which has a purely 
peripheral vasomotor effect.'* These studies bring 
out the only positive arguments for the existence, in 
human beings, of a direct myocardium-stimulating 
effect of levarterenol. Yet these arguments are not 
entirely acceptable as evidence for such a cardiac 
effect of the drug. First, improvement of cardiac 
function could be effected by a pressor effect of the 
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drug, resulting in improvement of coronary perfu- 
sion, and, second, the comparison between phenyl- 
ephrine and levarterenol has been based on a series 
far too small to permit definite conclusions to be 
drawn. 

Another important and undecided question is the 
optimal time for the administration of levarterenol. 
Some workers ‘“* stress the importance of an early 
start of antishock therapy, suggesting that a delay 
of the onset of treatment for over three hours sharp- 
ly limits the success and increases the mortality. 
Yet, if one is to treat shock within the first two 
hours of its onset, one is sure to include many cases 
of simple vasomotor collapse which could clear 
without specific therapy, therefore exaggerating the 
apparent success of the group treated earlier. 

The principal advantage of levarterenol in the 
treatment of shock lies in its ease of administration. 
The drug, given by continuous intravenous drip, 
can take effect within a minute or two and can be 
instantly withdrawn if it is no longer needed. The 
pressor effect can easily be titrated by the speed of 
the infusion or by the concentration of the drug 
in the solution. Its disadvantage is the local vaso- 
constrictive effect, which may lead to serious tissue 
necrosis if extravasation of the drug occurs. 

In recent years several other pressor amines have 
been introduced for the treatment of shock. The 
three drugs investigated for their effect on shock 
secondary to myocardial infarction are mephen- 
termine (Wyamine ), methoxamine ( Vasoxyl), and 
metaraminol ( Aramine ). 

In experimental animals, mephentermine shows 
an action similar to that of levarterenol by exhibit- 
ing a pressor effect caused by increase in systemic 
arteriolar resistance and a myocardial-stimulating 
action. In human beings, it has been used in shock 
accompanying myocardial infarction, with moderate 
success.*' After intramuscular injection a pressor 
effect lasting up to four hours can be observed, with 
no significant increase in arrhythmias in the cases 
studied. 

Methoxamine differs from mephentermine and 
levarterenol in that it shows, in experimental ani- 
mals, a pure peripheral pressor effect, without 
exhibiting any myocardial effect. Experimental 
studies suggest a significantly lower tendency to 
produce arrhythmias. It is effective by the intra- 
muscular route in intermittent doses. 

Metaraminol combines a strong pressor effect 
with a myocardial-stimulating action in experimen- 
tal studies.” Its clinical use is similar to that of 
levarterenol except for the absence of tissue-irritat- 
ing action; therefore, the drug can be administered 
both by continuous intravenous drip and by re- 
peated intramuscular injections.** Clinical trials of 
metaraminol for the treatment of shock associated 
with myocardial infarction showed results compara- 
ble to those of levarterenol. 

Antiarrhythmic Drugs.—The appearance of dis- 
turbances of cardiac rhythm is common in acute 
myocardial infarction. If arrhythmias and shock 
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appear together secondarily to myocardial infarc- 
tion, it is reasonable to assume that the arrhythmia 
is contributing to the circulatory disturbance and 
that the elimination of the arrhythmia may be 
beneficial to the patient. As mentioned, the most 
serious types of arrhythmia are those associated 
with a very rapid or a very slow ventricular rate, 
such as rapid atrial and ventricular tachycardias, 
uncontrolled atrial flutter and fibrillation, complete 
heart block, and slow pulse rates due to bigeminal 
rhythm with ineffective premature beats. 

The drug of choice for the control of atrial flutter 
and fibrillation is digitalis, because the immediate 
objective is to slow the ventricular rate before a 
further attempt is made to convert the arrhythmia 
to sinus mechanism. Shock associated with rapid 
atrial flutter and fibrillation is one of the few in- 
contestable indications for the intravenous use of 
digitalis, preferably a rapid-acting digitalis prepa- 
ration such as ouabain or the glycosides of Digitalis 
lanata. Digitalis may be used in atrial and nodal 
tachycardias but is ordinarily contraindicated in 
ventricular tachycardia. 

Quinidine may be effective in controlling all 
forms of ectopic paroxysmal tachycardias and ec- 
topic beats. Its use in restoring sinus rhythm in 
atrial flutter and fibrillation should follow digitaliza- 
tion which is effective enough to control the ven- 
tricular rate. Quinidine, however, exerts a depres- 
sant action upon the myocardium and requires 
caution when used in myocardial infarction. The 
parenteral use of quinidine in such cases should be 
considered a calculated risk in situations in which 
safer measures are ineffective or the urgency is 
extreme. 

Procainamide (Pronestyl) has a specific effect in 
terminating and preventing ventricular arrhythmias. 
It has been used extensively in paroxysmal ventricu- 
lar tachycardia both orally and intravenously, but 
whether it is more effective and safer than quini- 
dine has not been definitely established. It has a 
depressant effect upon the heart and systemic 
blood pressure similar to that of quinidine. 

The acceleration of the slow idioventricular pace- 
maker in complete heart block can be attempted in 
two ways. Occasionally, higher degrees of heart 
block may be caused by increased vagal activity, in 
which case atropine may be effective. More often, 
heart block is caused by direct depression or de- 
struction of the conducting tissues. In such cases, 
the use of those sympathomimetic drugs that have 
a strong inotropic effect is indicated, namely, ephed- 
rine, epinephrine in oil, isoproterenol (Aludrine, 
Isonorin, Isuprel, Norisodrine), and phenylpropa- 
nolamine (Propadrine ). The drug most widely used 
of late is isoproterenol, which is effective paren- 
terally and sublingually. 

Parasympathomimetic drugs, including choline 
esters and cholinesterase inhibitors such as metha- 
choline (Mecholyl) or neostigmine, may be used 
either alone or in conjunction with carotid sinus 
pressure to attempt to terminate paroxysmal supra- 
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ventricular tachycardia. Potassium salts are used 
occasionally in shock secondary to myocardial in- 
farction, in the presence of an arrhythmia which 
may have been caused by a toxic dose of digitalis. 

Measures Used To Control Cardiac Failure.—The 
presence of left ventricular failure or of failure of 
the left and right sides of the heart is an indication 
for the use of conventional means of therapy of 
heart failure. Patients who have previously not had 
digitalis should be given the full therapeutic dose 
of the drug, preferably of a rapidly acting prepara- 
tion; however, this procedure requires more caution 
than in cardiac failure not associated with myo- 
cardial infarction because of the hazard of inducing 
ventricular tachycardia in the latter condition. Salt 
restriction is an important part of the therapy of 
cardiac failure and may be, if necessary, supple- 
mented by the use of diuretic agents. 

Other Therapeutic Agents.—The administration 
of oxygen is widely used in myocardial infarction, 
particularly when complicated by shock. The physi- 
ological rationale for such therapy is questionable 
beeause, even in severe shock, the arterial blood is 
fully saturated, and cyanosis, when present, is 
caused by peripheral stasis and higher utilization 
of oxygen in tissues because of the low cardiac out- 
put. Oxygen inhalation can supersaturate the arte- 
rial blood by its physical solution in plasma. Wheth- 
er this small additional amount plays a role in 
overcoming the possible tissue anoxia in the myo- 
cardium and other organs is not known. However, 
in the absence of pulmonary disease, oxygen ad- 
ministration is entirely safe, and its use can be 
justified empirically. 

Pain-relieving agents are of considerable impor- 
tance because they may be extremely effective in 
those cases in which vasomotor collapse is caused 
by ischemic myocardial pain. However, almost all 
pain-relieving drugs also have a hypotensive effect 
and in sensitive individuals may lead to nausea, 
which in itself is a shock-producing agent. Such 
drugs should be used, therefore, with caution, and 
the supervision of the patient during their action is 
essential. 

Blood volume expanders formerly enjoyed a brief 
period of popularity,'’ but later they were largely 
replaced by pressor amines. Such methods included 
intravenous infusion of plasma or blood and the 
intra-arterial administration of blood. The results of 
these therapeutic maneuvers were equivocal re- 
garding the over-all mortality of shock secondary to 
myocardial infarction, although temporary favor- 
able effects upon blood pressure levels have been 
frequently observed. 


Comment 


The rational approach to the therapy of shock 
accompanying myocardial infarction is hampered 
by the inadequate knowledge of the underlying 
pathophysiology of this type of shock. The prevail- 
ing controversy regarding the mechanism of shock 
centers around the initial factor responsible for the 
state of shock. 
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This controversy regarding the factors responsible 
for shock poses a practical problem of therapy, as 
to whether peripherally acting or cardiotonic drugs 
should be employed. The variability of the clinical 
picture makes interpretation of the results exceed- 
ingly difficult. In spite of the widespread interest 
in the use of pressor amines, which undoubtedly 
are holding first place in the treatment of this syn- 
drome, enthusiasm of some observers has to be 
balanced by denial of others that the drugs have 
any beneficial effect on this condition. The area of 
uncertainty involves two points: (1) whether the 
difference demonstrated in animal experiments be- 
tween pure pressor amines (phenylephrine and 
methoxamine ) and pressor amines with associated 
cardiotonic action (levarterenol, mephentermine, 
and metaraminol) can also be demonstrated reli- 
ably in the therapeutic range of use in patients, so 
as to justify the separate pharmacological classifi- 
cation of these drugs; and (2) whether the direct 
myocardial effect of some of these drugs, if signifi- 
cant, is an asset or a liability in their use in myocar- 
dial infarction. Neither of these questions can be 
answered authoritatively at the present time. The 
difference between levarterenol and phenylephrine 
has been studied in a few cases, which, as pointed 
out, does not constitute a valid argument. It should 
be noted that there is a similarity between the action 
of levarterenol, a combined pressor and cardiotonic 
drug, and the effect of blood volume expanders. 
However, levarterenol has replaced the latter, large- 
lv because of the ease of administration. Blood 
transfusions, which can relieve shock but have no 
cardiotonic effect, appear to be less effective in the 
shock accompanying myocardial infarction than is 
levarterenol; yet the difference between the two 
forms of therapy is not striking and could be ac- 
counted for by a more effective regulation of dose. 
The question of desirability of a cardiotonic action 
of a pressor amine hinges on the basic mechanism 
of shock accompanying myocardial infarction, as 
already discussed. It is generally agreed that a 
drug with a significant cardiotonic effect has, as 
a by-product, a tendency to increase myocardial 
irritability, which is particularly undesirable in 
myocardial infarction wherein the threshold for 
dangerous arrhythmias is low. It is believed that 
the answers to these questions might become avail- 
able from a carefully organized comparative study, 
which would investigate the effect of four agents 
on clinically similar cases of shock secondary to 
myocardial infarction, namely, (1) pure cardio- 
tonic drugs (digitalis); (2) combined cardiotonic 
pressor drugs (levarterenol, mephentermine, meta- 
raminol); (3) pure pressor drugs (phenylephrine, 
methoxamine); and (4) blood volume expanders. 


Summary 


Shock accompanying acute myocardial infarction 
is subject to controversy concerning its cause and 
mechanism. It is suggested that this complication 
of myocardial] infarction cannot be explained on 
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the basis of a single mechanism but rather should 
be considered a clinical syndrome caused by periph- 
eral vasomotor factors in some instances, by car- 
diac failure due to intolerable overload of the 
infarcted ventricle in others, and by inefficient car- 
diac function caused by arrhythmias in still other 
cases. At present, because of the unsatisfactory 
state of understanding of this syndrome, it appears 
preferable to treat the factor which clinically dom- 
inates the picture rather than to formulate a single 
therapeutic regimen applicable to all cases of shock 
secondary to myocardial infarction. 

Therapeutic measures effective against surgical 
and other forms of peripheral shock have been ap- 
plied to treatment of shock secondary to myocardial 
infarction. These include the use of blood or plasma 
transfusions given intravenously, intra-arterial blood 
infusions, and the administration of various pressor 
amines. All such measures have restored effective 
blood pressure in many cases, although it is not 
definitely demonstrated that the high mortality rate 
from this form of shock has been effectively reduced. 

Pressor amines, which at present are considered 
the treatment of choice for shock, fall into two 
groups according to their actions in animal experi- 
ments, those with purely peripheral vasoconstrictor 
action and those with combined peripheral and 
cardiotonic action. It is not yet known whether, in 
human shock, the difference between the two 
groups is of practical importance or whether one or 
the other groups of drugs is superior in the treat- 
ment of shock secondary to myocardial infarction. 

Shock accompanying myocardial infarction re- 
mains an exceedingly serious complication with a 
very high mortality rate. In spite of considerable 
enthusiasm concerning the effectiveness of new 
drugs, there are those who deny that specific anti- 
shock measures have any beneficial effects what- 
soever. 

This study was supported by a grant from the American 
Heart Association. 
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The Council has authorized publication of the following announcement. These fellowships 
are sponsored by the Nutrition Foundation, Inc., in cooperation with the Council. In 1959, 
10 fellowships will be given in honor of Dr. Virgil P. Sydenstricker, recipient of the 1958 


Joseph Goldberger award in Clinical Nutrition. 


Puiuie L. Wuirte, Sc.D., Secretary. 


FELLOWSHIPS FOR RESEARCH IN CLINICAL NUTRITION 


Purpose: To stimulate staff members and students 
of schools of medicine to take a more active interest 
in the science of nutrition. 

Amount: $200 per month for three months. 

Connitrons: 1. Grant shall be made to a medical 
student on recommendation of a senior investigator. 
2. Recipient will be selected by the Council. 3. 
Grant shall be used solely for remuneration of 
selected medical student. 4. Grant shall be limited 
to a period not to exceed three months during the 
nonacademic portion of school year. 5. No senior 
investigator may have more than one student per 


year receiving a grant. 6. Only a brief progress re- 
port or summary will be required. Publication will 
be at the discretion of the senior investigator. 

APPLICATION: 1. Application should be made in 
writing by the senior investigator to: Council on 
Foods and Nutrition, American Medical Association, 
535 N. Dearborn St., Chicago 10, on or before 
Dec. 15, 1958. 2. Application shall include: (a) brief 
outline of study proposed, (b) assurance that ade- 
quate physical facilities are available, (c) assurance 
(but not necessarily identification ) of the availabil- 
ity of a qualified medical student. 
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® Medicine’s No. 1 Problem 
© Pep Pills and Performance 
® Doctors Improvise in C.D. 
® Only 13% for Physicians 
© Mi—Communicable Disease? 


© From Gladiator to Gridiron 


® Rural Health—What's Ahead? 
e “Matchmaking” in Medicine 


© State of Disaster Plans 


Fall-out and Protection 


There is a great need for better 
fact-finding evaluation of 
world-wide radioactive fall-out, ac- 
cording to Willard F. Libby, Ph.D., 
a member of the U.S. Atomic 
Energy Commission. Lacking ade- 
quate statistical tools, he adds, 
existing evidence indicates that 
biological effects of a nuclear war 
would be serious and deadly but 
would “not constitute over- 
whelming medical problem.” 

Dr. Libby’s comments appear in 
prepared remarks scheduled for 
delivery next Thursday (Oct. 16) 
in Madison, Wis., before a sym- 
posium sponsored by the A. M. A. 
Committee on Foods and Nutrition. 
He makes these additional points: 

—With better statistics we could 
estimate the world-wide hazard 
from nuclear war fall-out and could 
exercise more cfficient control over 
the consequences. 

—A national fall-out shelter pro- 
gram is an absolute necessity “for 
the defense posture of this coun- 


try.” 

(See Pages 772 and 778 for items 
from the recent Boston meeting of 
the A. M. A. Committee on Civil 


Defense. ) 
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Conferees listen to Dr. Joseph A. Falzone, National Institutes of Health, 
Gerontology Branch, Baltimore, as he spoke on “Basic Medical Research” at 
A. M. A. Planning Conference on Aging. 


Conference Calls for Medical Society 
Action in Aging—“Medicine’s No. 1 Problem” 


Millions of people in this country face special problems of health and 
well-being as they grow old—problems which also influence the lives of 
their neighbors in every age group. What are these problems? What is 
American medicine doing to help solve them? 

In Chicago last month, 150 representatives from 46 states—including 
medical society designates, state health commissioners, and members of 
agencies concerned with the multiple phases of aging and the aged— 
gathered at an A. M. A. Planning Conference. The purpose of the meet- 
ing Sept. 13 and 14 was “to develop effective responses to the growing 
challenges in aging which face medicine and to coordinate present and 
future medical society acticities at national, state, and local levels.” 

It was the first in a series of conferences sponsored by the Council on 
Medical Service's Committee on Aging. Future sessions, also under 
A. M. A. auspices, will separately feature representatives of insurance 
companies, nursing homes, federal agencies, and other groups whose 
contributions and aims in the field of aging might be brought together 
in a program of integrated action. A joint conference to crystallize the 
efforts and direction of all interested groups then will be held, probably 
early next year, according to Dr. Joseph D. McCarthy of Omaha, the 
Council chairman. He said: “Time does not stand still today. We cannot 
say to ourselves, ‘these problems can be answered tomorrow.’ If we fail 
to plan and to do our part now, we may have no chance tomorrow.” 

The planning conference, which was many months in preparation, 
took place during a period when reports from wide and varied sources 
were outlining a new surge of interest and concern for masses of popu- 
lation considered “old.” Sample reports noted that: 

—A special meeting of the Federal Council on Aging was being held 
(scheduled for Sept. 30) to review federal-state relationships. After re- 
ferring to the meeting, Mr. Sidney Spector, of the Council on State Gov- 
ernments, told the A. M. A. planning conference: “The oldsters of this 
nation are ready now to exert the massive political control to which 
their numerical proportion has been building.” One-fourth of the U. S. 
electorate is now 65 years or older, and their number is growing at 
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twice the rate of the over-all national population. 

—Congress had passed legislation calling for a 
White House Conference on the Aging in January 
of 1961—preceded by federally-financed conferences 
at the state level. Many of the state conferences 
would be held in 1960, a Presidential election year. 
A special staff from the U. S. Department of Health, 
Education, and Welfare was gathering data this 
month in preparation for the state conferences. 

—In Oslo, Norway, an 11-nation advisory group 
for the United Nations’ World Health Organization 
was recommending a series of studies on problems 
arising from the growing number of aged—covering 
such aspects as retirement and employment, nutri- 
tion, housing, fitness, and health education. 

—With the help of a Ford Foundation grant, the 
250-member National Committee on the Aging (of 
the National Social Welfare Assembly ) was launch- 
ing a project to survey relatively unexplored 
ground: the extent and possible needs relating to 
legal protection and guardianship for oldsters. The 
study is being conducted in cooperation with bar 
associations and banking firms. Other committee 
projects cover research, employment, housing. 

These events expose only the visible ripples in a 
deep sea of complexity engulfing elderly people 
and their intertwining social, economic, and health 
problems. That is why the A. M. A. at its planning 
conference was emphasizing the basic strength 
potential of individual physicians and their medi- 
cal societies (three-fourths of the state medical 
associations and scores of county societies have 
committees on aging )—to point up community effort 
as the key to solution of a gigantic national prob- 
lem. That also is why not one, but four, large or- 
ganizations in the health field are tackling the 
problem. This is the recently-created Joint Council 
to Improve the Health Care of the Aged, whose 
members represent the American Dental Associa- 
tion, the American Hospital Association, the Ameri- 
can Nursing Home Association, and the A. M. A. 

All four associations recognize that, at a time 
when his medical needs normally are greatest, the 
earning power of the typical oldster is at its lowest. 
Multiplied by the millions, it is this factor—more 
than any other—which challenges the entire com- 
munity in every corner of the nation. 


Selected Comments 


The problem in its complexity, the challenge in 
its urgency, and the future in its opportunity are 
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Physician’s Share of Public 
Costs for Indigent Care 


A recent government report should debunk 
once and for all the idea that physicians receive 
the lion’s share of public funds spent for health 
care of the indigent. The opposite is true—in most 
public assistance health programs, doctors’ services 
represent the smallest cost item, according to the 
Department of Health, Education and Welfare. 

An analysis of the HEW report, made _ this 
month by the A. M. A. Committee on Indigent 
Care, reveals that of the total 287 million dollars 
reported for indigent health costs last year, less 
than 13% was paid to physicians. Over five times 
as much was spent for hospitalization. Almost as 
much was spent for drugs and supplies as for 
physicians’ services. In all types of public assist- 
ance programs—for the disabled, the aged, de- 
pendent children, and general aid—hospitalization 
was the largest health cost item. Physicians’ serv- 
ices was the smallest in every category except aid 
to dependent children, where it comprised 25% of 
total health costs. 

“This report should be of particular interest,” 
said a spokesman for the A. M. A. Committee, 
“because the physician frequently has _ been 
blamed for the cost of such services, although 
these may include hospital and nursing home 
costs, eyeglasses and other appliances, and even 
dental care. Now the unjustness of the blame is 
documented. The basic fault lies with the lumping 
together of all indigent health services under the 
catch-all heading of ‘medical care.’” 


The A. M. A. Committee on Aging is headed 
by Dr. Frederick C. Swartz of Lansing, Mich. 
Other members are Drs. Theodore G. Klumpp of 
New York; Wingate M. Johnson of Winston 
Salem, N. C.; Cecil Wittson of Omaha; David B. 
Allman of Atlantic City; Edward L. Bortz of 
Philadelphia; Henry A. Holle of Austin, Tex.; and 
Henry B. Mulholland of Charlottesville, Va. Staff 
secretary is Mr. George W. Cooley. 


illustrated in the following selected comments made 
at the Chicago conference (an editorial on the 
meeting is published on page 779 of this issue of 
THE JOURNAL): 

Dr. Louis M. Orr, A. M. A. President-elect—“Med- 
icine and its related fields have been largely re- 
sponsible for extending longevity. Therefore medi- 
cine and its related fields have a responsibility of 
doing all they can toward solving any problems 
which they themselves have helped to generate.” 

Dr. David B. Allman, immediate past President 
of the A. M. A. and a member of the Committee— 
“There is no more important issue before American 
medicine today than the problems of the aging 
and the aged” (Medicine at Work, THE JourNAL, 
July 27, 1957). 

Dr. Theodore G. Klumpp, a Committee member 
and president of Winthrop Laboratories—“Decline 
will proceed more slowly (after the prime of life 
is reached) if the bodily functions are fully em- 
ployed and, through moderate stress, they are held 
to their maximum capacities. . .. We must do every- 
thing we can, as we grow older, to resist the in- 
clination to slow down the tempo of our living.” 

Dr. LeRoy Burney, surgeon general of the U. S. 
Public Health Service—“Joint action by the medical 
and health professions has made possible the elimi- 
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nation of many scourges of man. At the same time, 
these successful measures have opened the door to 
the most complex and provocative health problem 
of an aging population—chronic illness.” 

Dr. Wingate M. Johnson, a Committee member 
and professor of clinical medicine at the Bowman- 
Gray School of Medicine, Winston-Salem, N. C.— 
“Perhaps the most important challenge to the medi- 
cal profession is to train its own members in the 
care of the older patient. This training should be- 
gin while they are medical students. . . . The family 
doctor has a peculiar advantage in being able to 
see the viewpoints of both the older and younger 
generation and to talk frankly to both.” 

Dr. Cecil Wittson, a Committee member and 
chairman of the Department of Neurology and Psy- 
chiatry at the Nebraska Psychiatric Institute, Uni- 
versity of Nebraska College of Medicine—“There is 
a very impelling personal reason for the physician's 
participation in the community solution of the 
problems of aging. He is proverbially conscious 
about the health of his patients, but notoriously 
reckless with his own. But geriattrition is the com- 
mon fate of man. For once, the healthy future you 
are attempting to guarantee is not the other fel- 
low’s. It is your own.” 

Dr. Jack Weinberg, clinical associate professor of 
psychiatry at the University of Illinois—“Aging be- 
gins when an individual stops adapting. . . . We 


Americans are so busy planning for the future that 


when it becomes the present we cannot enjoy it 
because we are thinking about the future.” 

Dr. Edward L. Bortz, a Committee member and 
chief of Medical Service Staff “B” at Lankenau Hos- 
pital, Philadelphia—“With one hand society is ex- 
tending the life of man, with the other it is writing 
him off because of the date on his birth certificate. 
.. . If the 65 age barrier is not eliminated, many 
citizens face an extended senescence which could 
reach the proportion of a national calamity.” 


Exhibit and Workshops 


Workshop sessions which followed presentations 
by individual speakers at the planning conference 
evoked recommendations which included these: 

“People should be willing to pay for local serv- 
ices for the aged as for police and fire protection.” 

“Home care programs and homemaker services 
should be expanded.” 

“Physicians should not dominate the team effort.” 

“How about a central revolving fund from which 
loans could be made to oldsters for medical care?” 

“Medicine has got to help the people evaluate 
nursing home care.” 

Between sessions, participants previewed, for the 
first time, a new exhibit to be introduced at the 
A. M. A. Clinical Meeting in Minneapolis Dec. 2-5. 
It illustrates the following six objectives of the 
Committee on Aging: 

1. To seek public acceptance of a proper per- 
spective toward older citizens. 


2. To promote health maintenance and restora- 
tive services. 

3. To encourage the training of personnel and 
the development of facilities for the care of the 
aged. 

4. To cooperate in developing community pro- 
grams for senior citizens. 

5. To expand medical and socioeconomic §re- 
search in reference to aging and the aged. 

6. To improve methods of financing health care 
for the aged. 


Beyond the Conference 


Those aims form the framework of last month’s 
planning sessions. But they do more than that—they 
delineate the broad areas of a continuing campaign 
which the medical profession, along with other 
groups, is pursuing on a long-range basis in order 
to better the health of the entire nation. For, in 
referring to our aging population, the conferees 
last month underlined one salient fact: It is too 
easy to fall into the error of considering these mil- 
lions of elderly people as a group apart from the 
rest of society. Each of us is aging, from the mo- 
ment of birth—really, from the instant of conception. 

As Dr. Frederick C. Swartz, the Committee chair- 
man, expresses that point: “It is not the aim of the 
Committee to break the human family up into 
groups because of some definable differences, such 
us age—but, rather, to keep the unit together by 
placing emphasis on their similarities. Medicine 
offers a positive health program which emphasizes 
physical exercise, intellectual activity and mental 
equanimity as a blueprint to continued good health. 
This whole program is health oriented, not disease 
impelled.” 


— 


Dr. Edward L. Bortz, a member of the Committee on 
Aging, demonstrates the new exhibit which the Committee 
will show at the A. M. A. Clinical Meeting in Minneapolis. 
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Reports Show Regional Variation 
in Disaster Emergency Planning 


Distinct variations in the condition of medical 
disaster and defense planning efforts of eight North- 
eastern states were indicated by reports at a re- 
gional meeting held by the A. M. A.’s Committee on 
Civil Defense in Boston Sept. 13. 

The Committee, one of two under the Council on 
National Defense, holds semiannual meetings in 
regions of the Office of Civil and Defense Mobiliza- 
tion. These sessions enable state medical societies 
and their woman's auxiliaries to report on local 
plans and problems. 

State reports ranged all the way from Maine’s 
elaborate organizational complex involving practi- 
cally all of the state’s health and medical groups to 
a New Jersey doctor’s charge that disaster planning 
in his state is not supported by the state govern- 
ment. 

Dr. Clyde I. Swett, representing the Maine Medi- 
cal Association, outlined in detail efforts in his state 
to incorporate all health and medical agencies into 
both the planning and execution phases of disaster 
organization. “Each medical and paramedical sec- 
tion is charged with setting its own training plans, 
but the work is directed by an advisory council 
whose members are recruited from all health fields,” 
he said. 

Dr. R. Winfield Betts, chairman of the Special 
Committee on Civil Defense—Disaster Control of 
the Medical Society of New Jersey, reported the 
state is unwilling to enforce the New Jersey Civil 
Defense law, because it is politically unpopular. 
“Civil defense is a government responsibility,” Dr. 
Betts said. “The government must develop the or- 
ganization and make it work.” He said his commit- 
tee was anxious to assist the state director of civil 
defense training but was unable to get any action. 


Different View From Vermont 


Taking a different view was Dr. William Worth- 
ington, director of Medical Care Services for Ver- 


“Poor organization of emergency planning at 
state levels can usually be attributed to a lack of 
conviction that ‘something can be done.’ ” 

This is the opinion of Dr. Harold C. Lueth, 
chairman of the A. M. A. Committee on Civil 
Defense. He says: “The idea of the H-bomb 
numbs people into inactivity. We must emphasize 
that, while emergency care is an everyday part of 
medicine, its application in times of both war and 
natural disasters will be haphazard without an 
adequate plan.” 

Dr. Lueth feels that organized medicine must 
take the initiative in such planning, not wait for 
governmental units which may be reluctant to 
outline duties for professional groups. 
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mont. He said he felt that lack of interest or organi- 
zation by governmental units can be overcome. He 
said: “Once people are sold on emergency planning, 
no matter how distasteful the subject may be, they 
will force adequate federal and state planning to 
meet the situation.” Mr. Getty Page, executive 
secretary of the Vermont State Medical Association, 
said his group was “about to come up with a good 
plan.” The association, he said, had a good plan in 
the past, but it dissipated through lack of use and 
changes in personnel. 

A difference of opinion on the state of medical 
preparedness for defense and disaster in Massa- 
chusetts was shown in reports from itS representa- 


Dr. Harold C. Lueth of Evanston, Ill. is Chair- 
man of the A. M. A. Committee on Civil Defense. 
Other members are Drs. Cortez F. Enloe Jr. of 
New York; Carroll P. Hungate of Kansas City; 
Max L. Lichter of Melvindale, Mich.; David 
Henry Poer of Atlanta, Ga.; Roscoe L. Sensenich 
of South Bend, Ind.; and Charles W. Steele of 
Lewiston, Maine. Mr. Frank Barton of Chicago is 
Staff Secretary. 


tives. Dr. Robert W. Buck, secretary of the Massa- 
chusetts Medical Society, characterized the Bay 
State’s situation as one of “confusion.” He said an 
organizational plan had been laid out on paper, but 
the state society had produced “no action” on civil 
defense. This view was disputed by Mrs. John 
Crowley, chairman of the Committee on Civil De- 
fense of the Woman’s Auxiliary. “I think we have a 
good civil defense set-up,” she said. “In my area 
(Lynn), each physician knows his post for an alert.” 

New York, too, has had its share of confusion in 
civil defense efforts, according to Dr. Edward A. 
Burkhardt, chairman of the Special Committee on 
Civil Defense and Catastrophe. But he felt the state 
had “come a long way” in many aspects. “New York 
has government-supplied 200-bed civil defense 
emergency hospital units and stockpiled medical 
supplies,” he said, “but we need concentrated effort 
and an annual check on the assignment of physi- 
cians to stations.” The medical association’s role, he 
said, should be to outline a sound medical program 
and present it to the state government. 


Progress in Rhode Island 


Rhode Island’s progress in medical civil defense 
has been satisfactory, Dr. James B. Moran, chair- 
man of the state association’s Committee on Dis- 
aster, told the group. He said: “Atomic and disaster 
emergency plans have been instituted in hospitals. 
We have done some work with the CD-supplied 
packaged emergency Roane unit (Organization 
Section, THE JouRNAL, June 22, 1957) and are con- 
vinced each unit needs a trained civilian crew to 
set it up.” 
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Counteract Mock Alert Shortages 
with Variety of Substitutions 


Conditions simulated during Operation Alert 1958 
in New England, New York, and New Jersey indi- 
cated shortages “so tremendous they could not pos- 
sibly be met from resources within the region.” 
That is what Dr. Jacob H. Landes, regional medical 
officer, told the A. M. A. Committee on Civil De- 
fense last month in Boston. 

Dr. Landes said that had the emergency been 
real, rather than an exercise, the following measures 
would have been necessary: 

—Considerable stocks of sulfonamides would have 
been pressed into service to replace penicillin and 
broad-spectrum antibiotics. 

—New sulfonylureas would be substituted for 
insulin for adult diabetics and insulin supplies re- 
served for children. 

—Barbiturates and sedatives would be recom- 
mended to replace narcotics. 

—Linen supplies in retail stores, textile houses, 
hotels, and laundries could be frozen and requisi- 
tioned for conversion into surgical pads and dress- 
ings. 

—Training programs for self-help medical care 
would be organized to relieve the shortage of pro- 
fessional personnel. 

—Expansion of existing hospital facilities to three 
or four times their normal patient load would be 
attempted, as well as the discharge of noncritical 
patients. 


Evaluate Task Force Material in 
Emergency Medical Care Study 


“Millions of casualties” and perhaps as much as 
60% of the nation’s skilled health and medical per- 
sonnel dead or incapacitated . . . 

This is the problem on which Dr. Earle Standlee, 
Staff Director of the A. M. A. Commission on a 
National Emergency Medical Care Plan, is basing 
the Commission’s plan of study to establish criteria 
for the provision of medical care of the surviving 
population. 

Speaking at the regional meeting of the A. M. A. 
Committee on Civil Defense in Boston recently, 
Dr. Standlee said the Commission is currently eval- 
uating and classifying information prepared by 
three Task Forces established last April. Mem- 
bership in these Task Forces was recruited from 
national health and medical organization which 
would be directly involved in the management and 
care of mass casualties in the event of enemy attack. 

The Commission was created in April, 1957, by 
the A. M. A. Board of Trustees to develop a plan 
under a contract with the Office of Civil and De- 
fense Mobilization (formerly FCDA). 


Doctors Report on Alert Tests 


In an effort to promote medical participation in 
disaster preparedness tests, the program of the 
Ninth Annual County Medical Societies Civil 
Defense Conference to be held in Chicago Nov. 
8-9 will feature reports on several field test opera- 
tions conducted this year. These will include: 

Test Exercise Star—based on a mock earthquake 
of severe intensity, and conducted by the Alameda 
Contra Costa (California) Medical Association in 
cooperation with civil and military authorities, 

Operation Prep Pitt—dealing with a theoretical 
jet plane crash into the Pitt Fieldhouse, and 
sponsored by the Allegheny County (Pennsyl- 
vania) Medical Society with the cooperation of 
local authorities. 

Operation AFTA—based on a simulated plane 
crash on the Tulane University campus, and con- 
ducted by the Committee on Medical Education 
for National Defense (MEND) of the Tulane 
School for Medicine. 


CD Ideas at Workshop Sessions 


Workshop sessions held at the recent Boston 
meeting of the A. M. A.’s Committee on Civil De- 
fense produced several ideas. Suggestions advanced: 

—Scale models of the government-issued 200-bed 
civil defense emergency hospitals, to be used as an 
aid in training. 

—Use of armed forces reserve units in tests of 
disaster plans. 

—Urging of physicians to become well informed 
on radiological problems so that they may instruct 
patients on such matters as the handling of food, 
water and sanitation. 

—Role of the Woman's Auxiliary as teachers in 
home survival care. 


How Contagious Is Mental Illness? 


A relatively unexplored concept—the communi- 
cability of mental and emotional illness—will come 
up for group discussion next month in Chicago as a 
highlight of the Fifth Annual Conference of Mental 
Health Representatives of the State Medical Asso- 
ciations. 

Scheduled as chairman of this discussion in Chi- 
cago on Nov. 21 is Dr. Walter Baer of Peoria, a 
member of the A. M. A. Council on Mental Health, 
which is sponsoring the two-day meeting. Other 
round-table groups will consider mental illness and 
health in the aged, education for psychiatric medi- 
cine, the Joint Commission on Mental Illness and 
Health, and mental retardation in school children. 
Dr. Leo H. Bartemeier of Baltimore, Chairman of 
the Council, will preside at plenary sessions. Guest 
speakers will include A. M. A. President Gunnar 
Gundersen and Jonas E. Salk. 
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Safety in Sports— 
A Milestone and a Program 


As the football season pushes into full swing this 
month on campuses across the nation, physicians 
could note an all-but-forgotten golden anniversary 
of an occasion which does great credit to the game 
and to their profession. 

It was exactly 50 years ago that Dr. Edward H. 
Nicols, a physician at Harvard University, braved 
outraged cries of the school’s football players by 
requiring them to wear headgear, braced shoes, 
thigh guards, and collarbone and shoulder pads. 
This was unheard of, never done before. Yet, only 
two years earlier, in 1906, sports enthusiast Theo- 
dore Roosevelt had called a White House confer- 
ence of representatives from Harvard, Yale, and 
Princeton, in a move to transform the game from 
brutal roughhouse into clean and fast play. 

Dr. Nicols recognized that the outcome of the 
conference—introduction of the forward pass and 
some other modification of rules—produced a safer 
game. But it wasn’t safe enough—19 concussions on 
the Harvard squad in a single year. With introduc- 
tion of his protective football paraphernalia a half- 
century ago (only three concussions at Harvard 
that first year) the game rose in prestige, although 
it still is one of the most hazardous of body contact 
sports. For the first time this season, some college 
teams will be using new type helmets (developed 
with the help of physicians at Cornell University 
and other research centers) which promise to fur- 
ther reduce that hazard. 

The concern displayed by Dr. Nicols for the 
health of his school’s team is shown manifold today 
by thousands of physicians the country over. They 
are doing something about the injuries which have 
killed at least 1,000 youths in all sports, and injured 
tens of thousands more, since record-keeping of 
these casualties began on a broad scale 25 years 
ago. What are the doctors doing? They are serving 
as team physicians, coaches, medical advisors for 
schools and on school boards. They are serving as 
design consultants to sporting equipment manufac- 
turers. They are in (and on) the field and in the 
laboratory, conducting studies in athletic injury. 

Most significantly, they are working with many 
experts outside of medicine—trainers, dieticians, 


Chairman of the A. M. A. Committee on Injury 
in Sports is Dr. Allan J. Ryan of Meriden, Conn. 
Other members are Drs. Carl Badgley of Ann 
Arbor, Mich.; Francis C. Grant of Philadelphia; 
George Hammond of Boston; Harold Muller of 
Berkeley, Calif.; Owen B. Murphy of Lexington, 
Ky.; Thomas B. Quigley of Boston; and Augustus 
Thorndike of Cambridge, Mass. Staff secretary 
of the Committee is Fred V. Hein, Ph.D. 
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educators, coaches, and others—who also are dedi- 
cated to making athletics more of a body-building 
asset and less of a body-breaking liability. 


A. M. A. Forms Committee 


So concerned has the medical profession been 
with raising these thresholds of safety in competi- 
tion that four years ago the American Medical As- 
sociation’s Board of Trustees created a Committee 
on Injury in Sports to determine what causes spe- 
cific athletic hurts, when they occur, and what can 
be done about them. This summer, the eight-man 
committee, headed by Dr. Allan J. Ryan of Meriden, 
Conn., joined with the National Collegiate Athletic 
Association and the Nationa] Association of Inter- 
collegiate Athletics in presenting a four-point “Bill 
of Rights for the College Athlete.” The document 
(THE JouRNAL, page 2087, Aug. 23, 1958), now 
being distributed to universities and _ colleges 
throughout the United States, enunciates the prin- 
ciples of good coaching, good officiating, good 
equipment and facilities, and good medical care as 
they relate to each other in benefiting the athlete. 

“So far as most schools are concerned, this Bill of 
Rights is not new—it has been observed in every 
region of the country in some form or other for 
many years,” Dr. Ryan, a one-time collegiate dis- 
tance runner, said last week. “What the statement 
does set down, however, is a synchronization which, 
we feel, will make these principles uniform. And, 
while these concepts relate to college sports, they 
are applicable to the high school, other amateur, 
and professional athlete as well. 

“The Committee, really, has just begun to explore 
this broad field. Our program also calls for looking 
into the value of conditioning in various sports. We 
are concerned, too, with the large number of ankle 
and knee injuries occurring in all contact athletics. 
We are studying specific bodily hazards in skiing, 
boxing, skin diving [papers on these topics will 
appear in future issues of THE JouRNAL], auto rac- 
ing, hockey, soccer, baseball, and other forms of 
sport. While we hope to improve methods of treat- 
ment and rehabilitation for the injured athlete, our 
highest priority goal is to prevent injuries. 


Other Programs 


The A. M. A. Committee headed by Dr. Ryan 
may be taking the lead for the profession but it 
does not, by any means, represent the only medical 
endeavor to benefit athletes: 

—In at least half the states of this country, medi- 
cal advisory committees whose members are drawn 
from hospital staffs, local health departments, and 
medical societies are working with high school 
athletic associations to handle injury problems, de- 
velop preventive measures, and establish physical 
examination programs. 

—High school sports injury conferences are being 
held regularly under the auspices of state and 
county medical associations. One such athletic in- 
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How effective, if at all, are the amphetamines 
(“pep pills”) in athletic performance? How wide- 
spread is their use by athletes? What is their poten- 
tial for bodily harm? How addictive are they? 

These and related questions are being explored 
by a special A. M. A. Committee on Amphetamines 
and Athletes, in cooperation with university and 
high school athletic associations. The committee, 
created by the Board of Trustees last year at the 
direction of the A. M. A. House of Delegates, is 
now processing replies from a survey conducted 
early this year at approximately 600 colleges and 
800 high schools. Also being studied are notes of 
interviews with coaches, team physicians, trainers, 
key officials, and others connected with profes- 
sional, college, and high school sports. These in- 
clude the commissioners of professional associations 
for football, hockey, basketball, and baseball. 

While this questioning was going on, the special 
committee and its staff launched two separate 
studies to learn whether alleged stimulation of ath- 
letes from amphetamine drugs was real or im- 
agined. And if the stimulation were real, was it 
psychological or physiological in nature? 

These and related answers are not yet known. 
In fact, they will not be determined until the com- 
mittee submits its findings to the House of Dele- 
gates in December. In developing its report, the 
special Committee on Amphetamines and Athletes 
is breaking new ground. For, while there have been 
a number of studies along general lines (including 
evaluations of pep pill use by Japanese, British, 
and American flight crews during World War II), 
none have been definitive enough for the med- 
ical goal as pursued by the Committee. 

Some of these reports have been conflicting, con- 


Amphetamines, Athletes, and Performance 


fusing, and shallowly sensational. For example, it 
has been said: “Amphetamines overcome fatigue 
but do not stimulate.” “They definitely do stimu- 
late—the four-minute mile would not have been 
possible without them.” “They don’t do a thing 
but fool the athlete into believing he can do better.” 
“They are employed as psychological weapons 
only, to demoralize members of an opposing team.” 
“They are addictive.” “There has been no evidence 
of addiction.” 

The controversy over pep pills is not confined 
to the United States. It is keeping doctors and ath- 
letes talking in Japan, Germany, Mexico, Sweden, 
and other nations. In England, Sir Adolphe Abra- 
hams not long ago told the Society for the Study 
of Addiction: “If it were practicable to construct a 
tunnel with oxygen-enriched atmosphere in which 
runners competed, record performances would be 
accomplished. But would this be approved? If am- 
phetamine and cortisone can directly release an- 
other reserve of energy, are they not to be accepted 
as contributing to normal physiological well-be- 
ing?” His statement is open to attack on the 
ground of sportsmanship—particularly in amateur 
athletics. The statement also emphasizes the use, 
rather than the abuse, of amphetamine. Yet, is even 
judicious use safe? And if it is, what are the perils 
of misuse? That is what the British Association of 
Sport has been asked to help determine. For in 
England, as in the United States, the use of am- 
phetamines in sports is officially condemned by 
athletic associations. 

In less than two months, physicians at last should 
be able to see the first scientific portrayal, via an 
official A. M. A. committee report, of the extent of 
amphetamine use in sports—and how, or whether, 
this drug relates to health, ethics, and performance. 


jury clinic in Santa Ana, Calif., recently attracted 
50 coaches from 15 high schools and junior colleges. 
Similar high interest is indicated in such a confer- 
ence set for Nov: 7 in Milwaukee under auspices of 
the State Medical Society of Wisconsin, in coopera- 
tion with other medical groups, educators, and the 
Wisconsin State High School Coaches’ Association. 

—Postgraduate courses in sports injury problems 
are becoming more and more popular with practic- 
ing physicians. In the past year, for example, such 
courses in Colorado and Oregon brought attend- 
ances of more than 200 doctors each. 

—In several regions of the country, most recently 
in Texas, organizations of athletic team physicians 
are relating those groups to activities of local medi- 
cal societies. Similar collaborations are occurring on 
a broader level, as witness cooperative studies of 
the International Federation of Sports Medicine 
with the World Health Organization. : 

Efforts within the profession to promote the 
health of the athlete are matched by activities out- 


side of medicine. These include an ongoing study 
of injuries in Army athletics, a current NCAA sur- 
vey of football injuries in selected colleges, and 
recent establishment of a four-year college curricu- 
lum for the preparation of qualified trainers—all 
aimed at keeping the sportsman in peak condition. 

Today, six surgeons, six physiotherapists, a dieti- 
cian, a radiologist, and numerous coaches and train- 
ers are serving at Harvard—to name only one school 
having a sports medicine program. It is a far and 
progressive cry from the days of Dr. Nicols when he 
insisted on protective gear for Harvard football 
players 50 years ago. It is an even farther cry from 
the days of Claudius Galen, the first team doctor in 
history, who tended the gladiators in 200 A. D. 

These milestones mark a growing medical inter- 
est in athletics and athletes. They form a backdrop 
to the program now being joined by doctors every- 
where as more and more people, participating in 
sports of all kinds, face the good health along with 
the occasional hazard of physical contest. 
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Expanding Challenge Told 
by Rural Health Advisors 


Dr. F. S. Crockett’s expressed fear that the 
A. M. A. Council on Rural Health might have 
reached a plateau in its operational curve was 
quickly dispelled when the executive committee 
met with its lay advisory committee Sept. 5 in 
Chicago. Dr. Crockett is Chairman of the Council. 
His plea to the advisory groups’ representatives for 
the sort of program they could “go to bat for” 
brought immediate results. 

Ten representatives of national farm, educational, 
research, and publishing organizations came to 
the meeting primed with suggestions as to areas of 
work and investigation that might bear fruit in the 
field of rural health. 

Similarity of interest on the part of many of the 
advisory groups represented was apparent in sev- 
eral areas: nutrition; hospital facilities and insur- 
ance plans; the possible transference of antibiotics 
and hormones in food from milk, poultry, and meat 
animals to humans; and the need for leadership and 
medical cooperation in rural health efforts. 

Mr. Beatty H. Dimit, chairman of the Interim 
Health Committee of the National Grange, said the 
Grange feared most that the rising cost of hospital 
care might “destroy Blue Cross.” The Grange, he 
said, would like to see the Council investigate de- 
ductibility features in hospital insurance policies. 


The widespread inclusion of hospital insurance 


Chairman of the A. M. A.’s Council on Rural 
Health is Dr. F. S. Crockett of West Lafayette, 
Ind. Dr. Carll S. Mundy of Toledo, Ohio, is Vice- 
chairman, and Dr. George M. Fister of Ogden, 
Utah, is liaison member from the Board of 
Trustees. 

Regional directors and the states they represent 
include Dr. Mundy (Michigan, Missouri, Ohio, 
Indiana, and Illinois), Dr. Fred-A. Humphrey of 
Fort Collins, Colo. (New Mexico, Colorado, Utah, 
Montana, and Wyoming), Dr. Norman H. 
Gardner of East Hampton, Conn. (Maine, New 
Hampshire, Vermont, Massachusetts, Connecti- 
cut, Rhode Island, Delaware, New York, New 
Jersey, and Pennsylvania), Dr. Willard A. Wright 
of Williston, N. D. (North Dakota, South Dakota, 
Iowa, Nebraska, Wisconsin, and Minnesota), Dr. 
Allen T. Stewart of Lubbock, Texas (Oklahoma, 
Kansas, and Texas), Dr. W. J. Weese of Ontario, 
Ore. (Idaho, Washington, and Oregon), Dr. 
Charles R. Henry cf Little Rock, Ark. (Florida, 
Georgia, Alabama, Mississippi, Louisiana, and 
Arkansas), Dr. Carroll B. Andrews of Sonoma, 
Calif. (California, Arizona, and Nevada), and 
Dr. W. Wyan Washburn of Boiling Springs, N. C. 
(Maryland, West Virginia, North Carolina, South 
Carolina, Kentucky, Tennessee, and Virginia). 

Secretary of the Council is Mrs. Arline Hibbard. 
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Need for Leadership 


The need for greater leadership by state and 
county medical societies in rural health programs 
was expressed by several of the advisory groups’ 
representatives when they met recently with the 
executive committee of the Council on Rural 
Health in Chicago. 

“Our women are good health representatives,” 
Mrs. Mason G. Lawson, Chairman of the By-Laws 
Committee of the A. M. A. Auxiliary, told the 
group, “but we sometimes feel the lack of a place 
in the program. We rely on the medical societies 
for guidance and advice and we need more leader- 
ship.” 

Warning of the possibility of government inter- 
ference “if we don’t do it ourselves,” Mr. Herbert 
J. Voorhees of the American Farm Bureau Federa- 
tion said, “We need more intraprofessional urging 
of cooperation on rural health programs. I feel the 
A. M. A. has not sold rural health programs to 
the state societies.” 

As an answer to the need for leadership, Mrs. 
Lawson suggested the advisory committee theory 
be extended to local levels in rural health work as 
an operational device. 


as a fringe benefit in labor contracts has resulted in 
such overloading that hospitalization has become 
increasingly difficult for some patients, according to 
Mr. Herbert J. Voorhees, chairman of the Health 
Committee of the American Farm Bureau Federa- 
tion. One of the big jobs ahead, Voorhees said, is to 
find funds for additional construction. 

Expressing concern, too, over pyramiding costs of 
hospital construction and operation was Mr. Paul C. 
Johnson, editor of The Prairie Farmer and vice- 
president of the Board of Trustees of Lutheran 
Deaconess Hospital in Chicago. He said: “A hos- 
pital must be an efficiently operating unit, like a 
big factory, before savings can be accomplished. 
People have expensive tastes in medical care.” 

Dr. Martin P. Hines, a veterinarian from Raleigh, 
N. C., thought the Council should look into the 
question of whether antibiotics, especially penicillin 
as used to control mastitis in cows, might not be 
making the “entire population” penicillin-sensitive. 
Richard C. Davids, editor of The Farm Journal, 
agreed that the possible overuse of antibiotics was 
“one of the big questions” of farmers. 

While agreeing that continued work on nutrition 
was important in rural health, Johnson felt that new 
approaches are necessary. Johnson said that future 
campaigns, in addition to plugging a theme such as 
“Better Breakfasts,” would have to place greater 
emphasis on changed living patterns. 

“We have to keep in mind that many people just 
don’t wake up hungry,” he said. “To them, breakfast 
is just those few minutes between dressing and 
leaving for work.” 
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Doctors and Communities Rated 
in Alabama Placement Survey 


Communities and doctors seeking each other 
(Medicine at Work, THe Journa., Sept. 29, 1956) 
in the perennial problem of physician placement 
are finding the way made easier for them in at 
least one state, thanks to a “community medical 
rating” survey conducted by the Medical Associa- 
tion of the State of Alabama. 

With this study, the State Association aims to do 
more than just place a doctor in a town. Helping 
the community to evaluate itself and learn to keep 
a physician once he arrives is one major objective. 
Providing resource material for prospective physi- 
cians is another. The first was planned for in the 
booklet “Your Town—Weighed in the Balance.” The 
second is being fulfilled by the accumulation of 
community information on equipped medical facili- 
ties, new industries, churches, and schools not 
previously listed in placement service files. 

So far, Texas and Alabama are the only states 
reporting use of a Community Rating Schedule 
which was developed in 1953 by the A. M. A.’s 
Committee on Medical and Related Facilities. The 
schedule rates “individual need priorities” of com- 
munities and “desirability priorities” of physicians. 

The survey committee sent medical question- 
naires to town clerks in 30] municipalities with 
populations of 25,000 or less, with the cooperation 
of the Alabama League of Municipalities. If no 
response was received, the questionnaire was sent 
to the local chamber of commerce. The Alabama 
Academy of General Practice distributed a similar 
questionnaire to a member in each county. These 
mailings brought responses from one or more towns 
in 62 of the state’s 67 counties. 

With the reports tabulated, committee members 
made pilot studies of three communities. They sent 
letters of explanation to the communities and county 
societies and applied the Community Rating Sched- 
ule at meetings with local representatives. Then, 
with the initial studies completed, the committee 
visited other communities—38 in all, in 24 counties. 
Two of these towns had secured physicians within 
a month. The committee visits and evaluates each 
new community added to the placement service 
files. Reports are made available, on completion of 
each study, to interested physicians. 

Neither Alabama, nor Texas, which made a sim- 
ilar study (J. A. M. A. 157:365-366 [Jan. 22] 1955), 
harbor doubts as to the value of their efforts. The 
Alabama report on the work says in part: 

“If nothing else were accomplished . . . the time, 
money, and effort involved were justified in en- 
hancing the relationship and prestige of the medi- 
cal profession in Alabama with these communities.” 


MEDICINE AT WORK in future issues 
® Space Medicine Conference 

© Mental Health in Industry 

® Growth in Prepayment 

® Medicine—A Lifelong Study 

® Racketeers Hit Doctors 

© Emphasis on Rehabilitation 

® Doctor-Lawyer Rapport 


® Women in Medicine 


Profession as “Matchmaker” 


Where do most doctors have their hearts set on 
practicing? 

California, Illinois, and New York. 

Where is the greatest demand for physicians? 

Illinois, North Carolina, Wisconsin, and Min- 
nesota—listing over 100 opportunities each. 

Where are the forces of doctor demand and 
supply likely to first meet in a courtship which 
weds a doctor to a community? 

A. M. A. headquarters in Chicago. 

These facts stand out in a report this month by 
the A. M. A. Committee on Medical and Related 
Facilities, which oversees activities of the Physi- 
cians Placement Service. Werking through state 
medical societies, the A. M. A. office in the past 
year served as go-between for nearly 2,000 physi- 
cians and 1,700 communities trying to get to- 
gether. Most of these physicians had recently 
completed an internship or residency; the others 
were just out of military service or were trying 
to relocate. Many of the communities were—and 
are—seeking better medical care for their citizens. 

How does the medical profession play the 
matchmaker? It makes its placement services 
known through exhibits at medical student meet- 
ings, announcements to community leaders, and 
leaflets and listings to the profession. Many 
doctors express their preferences by mail and in 
person to Chicago—last year nearly 300 of them, 
some traveling cross-country, came directly to the 
A. M. A. office (under the Council on Medical 
Service) to gain a picture of location opportu- 
nities. But, in almost all cases, it is the state 
medical association placement service which 
brings the community and the doctor together 
after the A. M. A. “clearinghouse” initiates in- 
troduction. 

(A detailed annual report of the A. M. A. Physi- 
cians Placement Service is scheduled for publica- 
tion in THE JouRNAL on Oct. 25, 1958.) 
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FLASH BLINDNESS AND CHORIORETINAL 
BURNS PRODUCED BY ATOMIC FLASH 


GUEST EDITORIAL 
Brig. Gen. Victor A. Byrnes (MC), U. S. A. F. 


WO separate, though related, conditions 

may be produced by atomic flash. One is 

flash blindness, a temporary incapacitation 

produced by visible light, and the other 
is retinal burn, produced by a combination of vis- 
ible and infrared light. Their implications from a 
disaster standpoint are quite different. 

Flash blindness is due to the bleaching of the 
retinal photosensitive chemicals by bright light. 
The duration of the incapacitation produced de- 
pends on the brightness of the items one must see 
after the flash is over. Hence in daylight this is 
not a serious problem. The pupils will be smaller 
and will admit only 1/50th as much light as at night 
and the visual task will ordinarily be much brighter. 
There may be a temporary scotoma in the field of 
vision but unless a burn is produced it will disap- 
pear and it is not visually incapacitating. At night 
visual disability will exist up to half an hour if the 
source of illumination of the visual task is a moon- 
less sky. Any increase in brightness of the visual 
task will reduce the disability time proportionately. 
The blink reflex is of little value in protection 
against flash blindness because of the extreme 
intensity of the light. The exact effect in any 
individual case will depend on the brightness to 
which the eye is exposed (whether looking toward 
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the fireball or away ), the reflectance of surfaces, and 
protection afforded by buildings, overhanging struc- 
tures, hats, or protective filters. The reflectance of 
the background and of the atmosphere varies so 
much that distances at which flash blindness can be 
expected will vary tremendously. With nominal 
bombs at night in the open with the subject facing 
the direction of the detonation it can be expected at 
distances of over 35 miles. 

Effective filters to prevent flash blindness usually 
also prevent the individual from doing anything 
useful. This is true except for special filters designed 
with sharp cutoffs to permit certain specialized 
visual tasks utilizing narrow bands of monochro- 
matic light. If a period of warning is given the 
individual can cover both eyes to prevent both 
flash blindness and retinal burns. If he must see 
during the warning period a patch may be worn 
over one eye to protect the retinal adaptation in 
that eve even though the uncovered one is dazzled 
by the flash. The patch may then be placed over 
the eye with flash blindness so it can adapt and be 
protected in the event of a second flash later while 
the previously protected eye is used for seeing. 

The effect of flash blindness on implementation 
of civil defense planning will depend on adequate 
warning and on the success with which knowledge 
of the condition has been previously imparted to 
civil defense personnel. 

Chorioretinal burns are a related phenomenon. 
Their production depends on the lens system of 
the eye forming an image of the fireball on the 
retina. The visible and near infrared light (400- 
1,250 mp) energy is absorbed by the retinal and 
choroidal pigment. The distance to which these can 
be produced depends on pupillary size, clarity of 
the atmosphere, and size of the bomb. They can be 
produced by a nominal bomb to distances over 35 
miles when the air is clear. Again, so much energy 
is delivered before the blink reflex that it is not 
effective in preventing this lesion. Pupillary size is 
important, thus making this much more of a night- 
time than daytime hazard. The direction of the 
visual axes is much more important than point of 
focus. While the latter has some effect on the area 
of the retinal image it is not significant in attenuat- 
ing the energy per unit area in it. Unless the image 
of the fireball is formed on the macular area the 
permanent effect will be a scotoma in the peripheral 
field similar to that of the physiological blind spot. 
It differs in that it will be in the same position in 
both eyes, thus giving a true symmetrical binocular 
scotoma. This will not ordinarily be a serious visual 
defect. However, if it is imaged on the macula 
bilaterally this will result in a permanent central 
scotoma with vision reduced to 20/200 (peripheral 
acuity). This lesion can occur outside the danger 
zone of any other atomic effect except fall-out. 
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Neither of these conditions requires civil defense 
planning for treatment. Recovery from flash blind- 
ness will take place in about half an hour. If the 
energy is high enough to produce a burn it is not 
painful, since the retina has no pain endings, and 
it requires no dressing. In severe burns it may ‘be 
desirable to use steroids to reduce the inflammatory 
reaction and subsequent scarring of the retina but 
no emergency treatment is required. The temporary 
effect of flash blindness is probably a much greater 
hazard to effective civil defense action than is the 
permanent burn. 

Civil defense efforts in regard to these conditions 
should be directed toward education to prevent 
flash blindness in at least one eve and the under- 
standing that if it does occur normal vision will 
return shortly. Such understanding may be helpful! 
in the prevention of panic. 


CONFERENCE ON AGING 


The recent Planning Conference on Medical So- 
ciety Action in the Field of Aging may well have 
marked a stride forward by American medicine in 
its continuing efforts on behalf of the nation’s aging 
population. As reported in the “Medicine at Work” 
section on page 769 in this issue of THE JouRNAL, 
the conference was attended by representatives 
from 46 state medical associations. This broad rep- 
resentation and the enthusiasm of the group dis- 
cussions alike demonstrated the growing concern 
of America’s doctors with the problems of the 
aging population. Again and again, three points 
were made clear by both speakers and discussants: 
that society can not isolate the aged, that medicine 
must provide leadership, and that coordinated ac- 
tion of all groups concerned is needed. 

Anyone familiar with the growth of the prob- 
lems and their various manifestations must recog- 
nize the need for a new and realistic attitude to- 
ward aging and the value of concerted action. Dr. 
Frederick C. Swartz, chairman of the Committee on 
Aging of the Council on Medical Service, well 
stated the need for full recognition of the other two 
concepts. 

“It is not our aim,” he said, “to break up the 
human family into groups because of some defin- 
able differences, such as age, but, rather, to keep 
the unit together by placing emphasis on their 
similarities. 

“Above all,” he continued, “the American Medical 
Association needs leadership in this field. Not only 
at the national level, but at the level of the states 
and counties. A type of leadership that binds med- 
icine together and confidently points the way for 
all who would live long and happily. . . . Leader- 
ship that realizes that there is more to the practice 
of medicine than seeing patients, that composite ills 
or areas of possible improvement are also the re- 
sponsibility of the doctor.” 
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ORALLY AND PARENTERALLY ADMIN- 
ISTERED RADIUM 


Important in the list of iatrogenic diseases are the 
abnormalities of bone, especially sarcoma, that ap- 
pear many years after the internal administration of 
radium.' Radium salts were given orally and intra- 
venously in the treatment of numerous medical 
disorders during the period 1915-1930.* Their use 
seemed to be justified by the state of medical 
knowledge at the time.’ 

It is now evident that the late effects of internally 
deposited radioactive materials can be extremely 
grave, and they are of increasing concern to radiolo- 
gists. A pilot study on patients who received tho- 
rium dioxide injections from 1930 to 1945 was 
started in Washington in 1955.? As was noted by 
Looney and Colodzin, hundreds of patients who 
have had radioactive materials in their bodies for 
long periods of time are still living. They are excel- 
lent sources of material for defining more precisely 
the safe levels of radioelements in the body. 

It must not be assumed that everyone who has 
received radium or thorium internally will develop 
bone tumors, blood dyscrasias, or other diseases. If 
the familiar post hoc, ergo propter hoc fallacy is to 
be avoided, there must be comparisons between 
groups with and without lesions attributable to 
ionizing radiation. The almost limitless resources of 
university and government laboratories are avail- 
able for the processing of the information so ob- 
tained; they include such facilities as low-back- 
ground chambers for the examination of persons 
with low body-content of radium and new appa- 
ratus for the quick examination of teeth extracted 
by dentists. But the sine qua non is patients, with 
and without lesions attributable to radium, in suffi- 
cient numbers to permit meaningful comparisons 
between groups. 

Attention is therefore directed to the appeal of 
Dr. Samuel D. Clark, elsewhere in this issue (page 
761) of THe Journat, for the cooperation of Amer- 
ican physicians in a study of the late effects of 
radium poisoning. This study represents a cooper- 
ative effort of the Radioactivity Center of the De- 
partment of Physics at the Massachusetts Institute 
of Technology and the Division of Biology and 
Medicine of the Atomic Energy Commission. Com- 
peting on the one hand with roentgen rays and on 
the other hand with the radioactive isotopes pro- 
duced by the uranium pile, radium seems to be 
nearing the end of its period of usefulness in ther- 
apy. Physicians cooperating in this study of its late 
effects can help to write the close of one of the most 
dramatic chapters in the history of medicine. 

; 1, Marshak, R. H.; Newburger, R. A.; and Eliasoph, J.: Skeletal 
Lesions Following Internally Administered Radium, J. A. M. A. 
160: 41-44 (Jan. 7) 1956. 

2. Looney, W. B., and Colodzin, M.: Late Follow-up Studies 
After Internal Deposition of Radioactive Materials. J. A. M. A. 
160: 1-3 (Jan. 7) 1956. 


3. New and Nonofficial Remedies, Chicago, American Medical 
Association, 1920, p. 238. 
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ORGANIZATION SECTION 


FEDERAL MEDICAL LEGISLATION 
Second Session, 85th Congress 
Construction 


S. 3914, by Senator Thye (R., Minn. ), pertains to 
the Hill-Burton Act extension and would authorize 
a $2,500,000 appropriation for grants to states to 
survey the need for renovation and modernization 
of public and nonprofit hospitals, diagnostic or treat- 
ment centers, rehabilitation facilities, and nursing 
homes. In its application, a state would have to 
designate a single agency which would utilize the 
services of the state Hill-Burton advisory council in 
making the survey and report to the surgeon gen- 
eral all information required by him. The funds 
would be allotted by a formula provided in the bill, 
but no allotment would be less than $25,000. 

The bill also authorizes 50 million dollars for the 
fiscal year 1959 and 100 million dollars for each of 
the two succeeding years to be used as grants for 
the renovation and modernization of the above fa- 
cilities. A formula for allotting funds to states is 
provided, but no state would receive less than 
$300,000. 

The bill provides that, after passage, the surgeon 
general, with the approval of the Federal Hospital 
Council and the Secretary of the Department of 
Health, Education, and Welfare (HEW), would 
revise and supplement the regulations and equip- 
ment and general standards of priority for projects 
to be renovated and modernized. After such regu- 
lations have been issued, the states would be re- 
quired to amend their state plans so as to qualify 
for the grants. The bill also provides for a five-year 
extension (through June 30, 1964) of both the regu- 
lar hospital construction provisions and the cate- 
gorical programs. 

H. R. 12628, by Representative Williams (D., 
Miss. ), would extend the Hill-Burton Hospital Con- 
struction Act. It provides for a five-year extension, 
until June 30, 1964, of both the regular hospital 
construction provisions and the categorical pro- 
grams under the Hill-Burton Hospital Construction 
Act. This bill has now been passed and is Public 
Law 85-664. 

H. R. 12694, by Representative Williams (D., 
Miss. ), would authorize loans for the construction 
of hospitals and other medical facilities under the 
Hospital Survey and Construction Act. This bill has 
also been passed and is Public Law 85-589. This 
bill was introduced by the Chairman of the Health 
Subcommittee of the House Committee on Inter- 

From the Washington Office of the American Medical Association. 


state and Foreign Commerce at the request of rep- 
resentatives of the Baptist Church which, because 
of its belief in separation of church and state, has 
not, until this year, availed itself of the grant pro- 
gram under the Hill-Burton Hospital Construction 
Act. 

The bill provides for direct loans up to 40 years 
for the construction of hospitals and categorical 
facilities for which grants are provided under the 
Hill-Burton Act. The loans would bear an interest 
rate of 2.125%. The bill calls for interest equal to 
the current average yield on all outstanding mar- 
ketable obligations of the United States plus 0.25%. 
The amount of the loan would be limited to the 
federal share of the estimated cost of construction 
of the projects. If the projects were being financed 
by both a loan and a grant, the aggregate amount 
could not exceed the federal share. If prior to re- 
payment of the loan the project is transferred to a 
nonqualified operator or ceases to be nonprofit, the 


- loan would become due immediately under the pro- 


visions of the bill. New funds are not authorized by 
the bill to carry out this loan program. Hill-Burton 
funds therefore would be used either for grants or 
loans. 

H. R. 12752, H. R. 12753, H. R. 12754, H. R. 
12755, and H. R. 12756, by Representatives Rains 
(D., Ala.), Addonizio (D., N. J.), Barrett (D., Pa.), 
Sullivan (D., Mo.), and Ashley (D., Ohio), respec- 
tively, would amend the Housing Act to increase 
the amount available for housing loans to educa- 
tional institutions and hospitals and to authorize 
loans for building classrooms and other academic 
facilities. 

Authorization would be increased for direct loans 
for college housing from the present 925 million to 
1,425 million dollars. Of this sum, 125 million dol- 
lars, an increase of 100 million dollars, would be 
earmarked for loans to public and nonprofit teach- 
ing hospitals for the construction of nurses’ and 
interns’ housing. 

The bill also provides for a direct loan program 
of 500 million dollars to provide 50-year loans at a 
maximum interest rate of 2.75% for the construction 
of classrooms, laboratories, and related facilities at 
educational institutions “offering at least a two-year 
program acceptable for full credit toward a bacca- 
laureate degree.” Loans could also be made for the 
rehabilitation or improvement of existing structures. 

§. 4035, by Senator Sparkman (D., Ala.), would 
amend Housing Act relating loans to nursing homes. 
This bill provides extensive amendments to the 


housing !aws. Two of the titles are of interest to 
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medicine. One amendment would authorize the 
Federal Housing Administration to insure mort- 
gages for the construction or rehabilitation of pro- 
prietary nursing homes. The loans could be made 
up to $12,500,000 or 75% of the value of the com- 
pleted property, whichever is less, and bear interest 
at 4.5%. The mortgagor would also be required to 
pay 0.5% insurance premium on the loan. The fed- 
eral housing commissioner would be authorized to 
require any mortgagor to be regulated or restricted 
as to charges and methods of operation. If the 
mortgagor is a corporate entity he could regulate or 
restrict its capital structure and rate of return. In 
the latter case, in order to carry out this authority, 
the commissioner would be authorized to purchase 
stock or interest in the mortgagor, up to $100. Such 
interest could be redeemed by the mortgagor on the 
termination of the loan. 

A nursing home is defined as “a facility which is 
or will be licensed or regulated by law, which pro- 
vides continuous medical and nursing care to the 
long-term, convalescent, infirm, or elderly patient 
in a home-like atmosphere, furnishing facilities and 
comforts normally found in a patient’s home, and 
which provides, in addition thereto, such specialized 
services, equipment, and safety features as mav be 
required for the safe, proper and adequate care of 
patients at all times.” In carrying out the provisions 
of the loan program to proprietary nursing homes, 
the federal housing commissioner would be _re- 
quired to consult and obtain the advice and recom- 
mendation of the Public Health Service. 

The bill would also authorize an increase of 400 
million dollars (to 1,325 million dollars ) for making 
direct loans for college housing. Of the total author- 
ization, 75 million dollars, an increase of 50 million 
dollars, would be earmarked for direct loans to hos- 
pitals for the construction of nurses’ and interns’ 
housing. 

The bill also authorizes 250 million dollars for 
direct loans to educational institutions “offering at 
least a two-year program acceptable for full credit 
toward a baccalaureate degree” for the construction 
of classrooms, laboratories, and related facilities, 
including equipment, machinery, and _ utilities. 

This bill was passed by the Senate, however, it 
failed to pass in the House under suspension of 
rules. A two-thirds majority is necessary, and the 
bill received 251 affirmative votes and 134 negative. 
The American Medical Association testified in favor 
of the nursing home loans provisions. 

H. R. 13495, by Representative Herlong (D.., 
Fla.), would provide special Hill-Burton hospitali- 
zation construction grants for federally impacted 
areas. This bill would provide 15 million dollars a 
year for four years, beginning July 1, 1958, to be 
used as grants to the states for the construction of 
hospitals in federally impacted areas. While the 
program would be operated under the regular Hill- 
Burton program, funds would be segregated into a 


ORGANIZATION SECTION 781 


special account, and the federal share would be 
90% of the federal impact portion of the project. If 
the funds provided to carry out the terms of this bill 
were insufficient to finance all projects eligible 
under the bill, the surgeon general would be re- 
quired to establish a system of priorities for each 
project. 

The “federal impact portion” is defined as the 
percentage of the project equal to the percentage of 
the population attributable to a federal impact. 
“Federal impact” would be determined by the in- 
crease over the previous five years in the number of 
federally-connected persons residing in the area. To 
qualify as a federally impacted area, at least 30% 
of the population of a county or political sub- 
division would have to be federally connected, and 
during the five-year period preceding the applica- 
tion, the number of federally-connected persons 
would have to have increased by not less than 150%. 
A “federally-connected person” is defined as a per- 
son or his dependents employed on federal prop- 
erty, except members of the armed forces and their 
dependents. “Federal property” is land owned or 
leased by the United States and which is not subject 
to taxation by the state; it includes Indian lands and 
flying schools that provide flight training to mem- 
bers of the Air Force. It does not include, among 
other things, postoffices and low-rent housing proj- 
ects or any other federal property not included 
under the federal aid to education in federally 
impacted area laws. 

This bill was introduced in an attempt to secure 
funds for hospitals in the Cape Canaveral area 
which has exnerienced a tremendous population 
growth (from 19,000 to 90,000 persons), the major 
portion of which consists of federal emplovees. 


Public Health Service 


H. R. 12668, by Representative Huddleston (D., 
Ala.); H. R. 12685, by Representative Multer (D., 
N. Y.); H. R. 12821, bv Representative Broomfield 
(R., Mich.); and S. 4076, by Senator Barrett (R., 
Wyo. ), pertain to Cystic Fibrosis Research and are 
identical to H. R. 12331, by Representative Knutson 
(D., Minn.), discussed in THe Journat, Aug. 23, 
1958 issue, page 2085. 

H. R. 12784, by Representative Osmers (R., N. J.), 
is identical to H. R. 6747, by Representative Harris 
(D., Ark.), and §. 1895, by Senator Hill (D., Ala. ) 
and others. This bill is fashioned after a law enacted 
in 1954 which provides a method of establishing 
safe tolerances for residues of pesticide chemicals 
on raw agricultural commodities. It would prohibit 
the use of additives which have not been ade- 
quately tested to establish their safety, requiring 
chemical manufacturers to furnish to the Federal 
Drug Administration evidence that proposed uses of 
chemical food additives would be safe. It would 
exempt from pretesting those chemical additives 
now in use that are “generally recognized” as being 
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safe but would not exempt those not “generally 
recognized” as safe regardless of the length of time 
they have been in use. The bill would also require 
that additives which may be toxic when used in 
excessive amounts must have safe levels of use 
established and must have “functional value.” 

H. R. 12875, by Representative Williams (D., 
Miss. ), and H. R. 12876, by Representative Roberts 
(D., Ala.), would extend and amend the Health 
Research Facilities Act of 1956. This bill would 
extend the 30 million dollar a year grants-in-aid 
program for health research facilities for an addi- 
tional three years (through June 30, 1962). This bill 
has passed both houses and is awaiting the Presi- 
dent's signature. 

H. R. 13254, by Representative Williams (D., 
Miss. ), pertains to chemical food additives and is 
similar to H. R. 6747, by Representative Harris (D., 
Ark.), and S. 1895, by Senator Hill (D., Ala.), and 
would amend the Federal Food, Drug, and Cos- 
metic Act to prohibit the use of additives in food 
which have not been adequately tested to establish 
their safety. 

The procedure of this bill is to define a food 
additive and to establish a procedure whereby the 
safety of such additive may be established before 
its use. A “food additive” is defined as “any sub- 
stance, the intended use of which results . . . in its 
becoming a component or otherwise affecting the 
characteristic of any food, including any substance 
intended for the use in producing or manufacturing, 
packing, processing, preparing, treating, packaging, 
transporting, or holding food; including any source 
of ionizing radiation intended for any such use, if 
such substance is not generally recognized . . . to be 
safe.” Exempted from such definition is a pesticide 
to be used on raw agricultural commodities. The 
term “safe” is defined to mean “without hazard to 
the health of man or animal.” The bill would hold 
that all food additives would be deemed to be un- 
safe unless their use conforms to the terms of an 
exemption or regulation issued by the Secretary of 
the HEW. 

The bill provides for a procedure for obtaining a 
regulation from the Secretary of the HEW setting 
forth the limits of use and for appeals to the U. S. 
Circuit Court of Appeals from an adverse ruling of 
the Secretary. Experts would be selected by the 
National Academy of Sciences. Within 60 days of 
such referral, the Committee would certify its re- 
port and recommendations to the Secretary setting 
forth the reasons for the recommendations. 

H. R. 13517 and H. R. 12834, by Representative 
McCarthy (D., Minn.), and H. R. 12871, by Repre- 
sentative Kean (R., N. J.), pertain to Maternal and 
Child Health and Welfare and are similar to S. 3504, 
by Senator Neuberger (D., Ore.), discussed in THE 
JourNAL, July 19, 1958, page 1520. This bill would 
increase the annual authorization for appropriations 
for maternal and child health care from $16,500,000 
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to $21,500,000 and increase the authorization for 
appropriations for hospital and medical care for 
crippled children from 15 million to 20 million dol- 
lars. It would also increase the annual appropria- 
tion for child welfare services from 12 million to 
17 million dollars. 

S. 4193, by Senator Hill (D., Ala.) and Senator 
Smith (R., N. J.), is similar to H. R. 13254, by Rep- 
resentative Williams (D., Miss.), and would amend 
the Federal Food, Drug, and Cosmetic Act to pro- 
hibit the use of additives in food which have not 
been adequately tested to establish their safety. 
While the language of this bill differs from that of 
H. R. 13254, the purposes of both are essentially the 
same. The major difference is that S. 4193 elimi- 
nates the provision of an advisory committee of 
experts which would hear appeals from adverse 
rulings by the Secretary of the HEW. H. R. 13254 
was reported, on July 28, by the House Interstate 
and Foreign Commerce Committee of containing 
identical language to S. 4193. 

H. R. 13524, by Representative McCarthy (D., 
Minn.), pertains to White House Conference on 
Aging and is identical to H. R. 9822 by Representa- 
tive Fogarty (D., R. I.) discussed in THe JourRNAL, 
March 15, 1958, page 1338. 

S. 3694, by Senator Watkins (R., Utah) and 
others, pertains to sanitation facilities for Indians 
and is identical to H. R. 12100, by Representative 
Rhodes (R., Ariz.), as reported in THE JouRNAL, 
Aug. 23, 1958, page 2085. The bill has passed the 
House and on Aug. 14 has been favorably reported 
in Senate. 


Labor 


H. R. 13507, by Representative Teller (D., N. Y.), 
pertaining to welfare and pension plans disclosure 
is similar to H. R. 13223, by Representative Roose- 
velt (D., Calif.), and S$. 2888, by Senator Douglas 
(D., lll.) and others, S. 3044, by Senator Mundt, 
and H. R. 10102, by Representative Berry (Repub- 
licans, S. D.), S. 3097, by Senator Smith, and H. R. 
10272, by Representative Frelinghuysen (Republi- 
cans, N. J.), and H. R. 10236, by Representative 
Holt (R., Calif.). H. R. 10102 was discussed in THE 
JournaL, April 26, 1958, page 2188. 

This bill would establish the type of information 
concerning employee welfare benefit plans that 
would be required to be made available to partici- 
pants and beneficiaries of such plans. An “employee 
welfare benefit plan” is defined as “any plan, fund 
or program .. . established by an employer or by 
an employee organization, or by both, for the pur- 
pose of providing its participants or their bene- 
ficiaries, through the purchase of insurance or other- 
wise, medical, surgical or hospital care or benefits, 
in the event of sickness, accident, disability, death 
or unemployment.” The bill provides that a de- 
scription of the plan and annual financial reports 
containing specified information shall be made 
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available for examination by any participant or 
beneficiary in the principal office of the plan. A par- 
ticipant or beneficiary has the right to request a 
copy of the plan and latest annual report, and the 
administrator of the plan would be required to mail 
it to him within 30 days. The administrator of the 
plan would also be required to file with the Secre- 
tary of Labor two copies of the description of the 
plan and annual reports to be made available for 
examination in the public document room of the 
Department of Labor. Violation of the disclosure 
sections would make an individual liable to a fine 
of up to $1,000 or imprisonment of up to six months. 
If an administrator refuses or fails to fill the request 
of a participant for information contained in the 
plan or annual reports, the administrator could, at 
the court's decision, become liable to the partici- 
pant or beneficiary in the amount of $50 a day from 
the date of refusal or failure. 

Unlike S. 2888, which has passed the Senate, this 
bill does not require the registration of welfare 
benefit plans with the Secretary of Labor. Nor does 
it provide him with authority to investigate or en- 
join any activities or practices of officials of the wel- 
fare benefit plans. It is noted that the House 
amended S. 2888 to conform to provisions of H. R. 
13507. 

Taxes 


H. 2. 12725, by Representative Simpson (D., 
Pa.), on a tax deferment for self-employed is similar 
to H. R. 10, the Jenkins-Keogh Bill, as it passed the 
House. Unlike H. R. 10, which would allow a de- 
duction from the annual income of 10% or $2,500, 
whichever is less, this bill allows 10% or $3,000, 
whichever is less. 

H. R. 12909, by Representative Fogarty (D., R. 1.), 
and H. R. 13125, by Representative Libonati (D., 
Ill.), pertains to tax deferment for self-employed 
and is identical to H. R. 9 and 10 (Jenkins-Keogh 
bills ). 

H. R. 13583, by Representative Fascell ( D., Fla.), 
is identical to H. R. 10, the Jenkins-Keogh bill, as it 
passed-the House. The bill did not pass the Senate; 
however, chances for its passage next session look 
extremely favorable. This bill would permit a self- 
employed individual to deduct from adjusted gross 
income an amount equal to 10% of net earnings 
from self-employment or $2,500 annually, whichever 
is the lesser. No deductions would be allowed for 
any taxable year after the individual attains age 70. 
The maximum in an individual's lifetime would be 
20 times the maximum annual deduction allowable, 
but in no case could it be more than $50,000. For 
individuals aged 50 or older on Jan. 1, 1959, the 
annual limit would be increased by one-tenth for 
each full year in excess of 50, as determined on 
Jan. 1, 1959. Thus, for an individual aged 60 on that 
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date, the annual limit on his deduction would be 
20% of self-employment income up to a maximum 
of $5,000. 

A special limitation is imposed on individuals 
who have previously received benefits under an 
employer's pension, profit-sharing, or stock bonus 
plan. Included in such plans would be a pension or 
retirement plan (including military ) established by 
the United States or any political subdivision there- 
of. Such an individual would have his lifetime limit 
(20 times his allowable annual deduction ) reduced 
by the number of years he was covered by such 
retirement plan. Thus, an individual covered under 
a civil service retirement program for 15 years 
would be allowed a maximum lifetime deduction 
of five times his annual allowable deduction. No 
individual would be allowed a deduction in any 
year in which he receives any benefit under any of 
the above pension plans. 

A self-employed individual is defined as one who 
is subject to the tax on self-employment income 
under the social security law—doctors and clergy- 
men. In addition, self-employed individuals who 
also receive wages up to $4,200, which are subject 
to the employee tax under the social security pro- 
gram, would be eligible. 

Payments may be made to purchase a restricted 
retirement policy from a domestic insurance com- 
pany or to build up a restricted retirement fund at 
a bank which must be the trustee (custodian ac- 
counts provided in original H. R. 10 have been 
eliminated ). No life insurance benefits could be 
provided under a restricted retirement policy after 
age 70 or older. Payments under such a policy must 
begin by 70'2 years. Annuities may be only life an- 
nuities on the insured or joint and survivor an- 
nuities on the insured and his spouse. Payments 
from a restricted retirement fund also must begin 
by 70'2 vears of age and be completed by age 80. 
Certain restrictions are placed on investments on 
restricted retirement funds. 

Benefits received after age 65 are to be consid- 
ered as part of gross income and subject to the 
regular tax unless a lump sum payment is received. 
In such a case the tax would be computed by find- 
ing the increase in tax resulting from including one- 
fifth of the total payment in gross income and multi- 
plying the tax increase by five. If an individual, 
before achieving age 65, “takes down” more than 
$2,500, the tax would be 110% of the aggregate 
increase in tax, had the amount been received 
equally in the taxable year and the four preceding 
years. If the amount is less than $2,500, the tax 
would be 110% of the tax attributable to the “take 
down.” 

Where an individual dies, the amount of death 
benefits equal to the cash surrender value of the 
restricted retirement policy at the time of death 
would be treated as income to the beneficiaries. 
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The life insurance benefits would not be considered 
part of their gross income. Amounts paid to dece- 
dent’s beneficiaries under the restricted retirement 
trust fund would be considered taxable as gross 
income. 

H. R. 13743, by Representative Holt (R., Calif. ), 
would amend the Internal Revenue Code to pro- 
vide, among other things, a tax deduction of all 
medical expenses incurred by a taxpayer for him- 
self, his spouse, or a dependent. It also would allow 
an annual deduction up to $900 of all amounts paid 
a college as tuition or fees for the education of the 
taxpayer, his spouse, or a dependent. 


Miscellaneous 


H. R. 12612, by Representative Kilday (D., Texas), 
pertains to federal workers payroll deduction for 
health insurance. It is virtually identical to H. R. 
10694, by Representative McFall (D., Calif.), 
discussed in THE JouRNAL, June 7, 1958, page 747. 

S. 4055, by Senators Sparkman and Hill (Demo- 
crats, Ala.), would establish a program of Civil 
Defense survival depots to provide subsistence for 
civilian population evacuated from potential target 
areas in the event of attack. The purpose of this bill 
is to establish survival depots to provide housing, 
clothing, and feeding of individuals who would 
evacuate heavily populated areas in the event of 
war. The bill would establish an Emergency Sur- 
vival Board composed of the director of the Office 
of Defense and Civilian Mobilization, who would 
be chairman, the Secretary of Defense, and the 
Secretary of Agriculture. The board would be 
responsible for (1) determining which cities would 
be likely targets; (2) the danger zone from 
which persons would be evacuated; (3) the num- 
ber of such evacuees; and (4) the areas to which 
evacuees would be taken. In such evacuation areas 
the board would establish survival depots consist- 
ing of warehouses and other facilities, including 
sanitation and emergency water supplies, as the 
board would deem necessary. The depots would 
contain tents, cots, clothing, medical supplies, and 
foods from surplus government stocks. Stocks of 
food and fiber to be used in building up supplies 
would be obtained from the Commodity Credit 
Corporation or from domestic sources. The board 
would contract with individuals and organizations 
in the evacuation area for the preparation and proc- 
essing of the food and fiber. The supplies would be 
rotated from time to time as the board deems advis- 
able. In carrying out the purposes of the bill, the 
board would be expected to cooperate with the 
American Red Cross, state and local governments, 
and other groups which would be of assistance in 
establishing the program. 

H. R. 12581, by Representative Edmondson (D., 
Okla.), H. R 13089, by Representative Dellay (D., 
N. J.), and H. R. 13420, by Representative Blatnik 
(D., Minn.), are similar to S. 3576, by Senator 
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Humphrey, and H. R. 11714, by Representative 
Blatnik (Democrats, Minn.), and H. R. 12166, by 
Representative Lankford (D., Md.), and would 
amend the Water Pollution Control Act to increase 
one of the limitations on grants for construction 
from $250,000 to $500,000 and for other purposes. 

H. R. 13420, which was favorably reported by the 
House Committee, is identical to H. R. 11714 
(J. A. M. A. 167:1520 [July 19]) except that it re- 
quires the surgeon general to take action to insure 
that contractors pay wages equal to those prevail- 
ing in the local community as provided in the 
Davis-Bacon Act. 

S. 4160, by Senator Bennett (R., Utah), would 
establish a program of loans for the purpose of 
encouraging and assisting individuals to obtain a 
college education. 

The bill would authorize the establishment of a 
75 million dollar revolving fund from which loans 
of up to $2,000 per year could be made to students 
pursuing a course toward a baccalaureate degree 
or such postgraduate degrees in the individual’s 
chosen academic area, except for such special cases 
as the Commissioner of Education may designate. 

To qualify for a loan, the applicant would have 
to be certified as acceptable by the college. The 
loan would be made without security on the signa- 
ture of the borrower. (If the applicant is a minor, 
the note would have to be endorsed by his parent 
or guardian. ) The loan, which would bear interest 
equal to the average annual rate on United States 
obligations, would be due and payable five years 
after the borrower ceases a full-time course of 
study. Twenty-five per cent of the loan would be 
cancelled for individuals majoring in the physical 
sciences if they graduate in the upper 25% of their 
class. 

S. J. Res. 199, by Senator Hill (D., Ala.), is simi- 
lar to H. J. Res. 698, by Representative Fogarty 
(D., R. 1.), and would establish the National Ad- 
visory Council for International Medical Research 
and to establish a National Institute for Interna- 
tional Medical Research. The purpose of this joint 
resolution is to encourage and support international 
studies, experiments, and research into the causes, 
diagnosis, treatment, and control of physical and 
mental diseases. It would also authorize research in 
rehabilitation of the physically handicapped, pro- 
vide for international exchange of knowledge and 
information resulting from research, and provide for 
the exchange, between the United States and other 
countries, of research workers for training and for 
carrying out research in physical diseases. The 
Secretary of HEW would carry out the purposes of 
the joint resolution and would be authorized to 
utilize the Public Health Service and the Office of 
Vocational Rehabilitation and other agences. 

The resolution would establish a National Insti- 
tute of International Medical Research to carry out 
such functions, including grants for research and 
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research training in facilities outside the United 
States, as may be assigned by the surgeon general. 
The resolution also would establish a National Ad- 
visory Council on International Medical Research. 
This council, whose chairman would be the surgeon 
general, would be composed of 18 members, 16 of 
whom, appointed by the Secretary, would be from 
the fields of medical research, teaching, medical, or 
biological science, rehabilitation, education, or 
public and international affairs. Eight of the 16 
members would be leading experts in the field of 
international medical research. One of the members 
would be a representative of the Secretary of State 
and the Director of the Office of Vocational Reha- 
bilitation would be an ex officio member. The 
council would meet at least three times a year. No 
international research or training project could be 
approved, except after review and recommenda- 
tion by the Council. The Secretary, through the 
surgeon general, would be required to make pro- 
vision for coordination of the work of the council 
and the National Advisory Health Council and other 
advisory councils concerned with research and re- 
habilitation. The resolution specifically forbids the 
support of public health programs of an operational 
nature and limits activities to research matter. The 
bill authorizes 50 million dollars annually to carry 
out its purposes. 


Veterans Affairs 


H. R. 12636, by Representative Moulder (D., Mo.), 
is similar to H. R. 12873 and H. R. 12874, both by 
Representative Moulder, and would provide that 
the death, regardless of cause, of anv veteran of 
World War I would be conclusively presumed to 
be service-connected if (1) the veteran has been 
rated for 12 or more years as totally disabled from 
a service-connected disability, (2) if he has been 
rated as totally disabled for a service-connected 
disability for a 10-year period following his 50th 
birthday, or (3) if the veteran has been rated as 
totally disabled for a service-connected disability 
after he has reached his 62nd birthday. Presumably, 
the purpose of this bill is to provide increased bene- 
fits for the widows and dependents of qualifying 
veterans. 

H. R. 13720, by Representative Beckworth 
(D., Texas), would amend the Veterans’ Benefits 
Act of 1957 to authorize the granting of hospital 
care to any veteran in need of such care. This bill 
would make any veteran eligible for hospital care in 
VA facilities who submitted competent evidence of 
his need for hospital care. 

Social Security 

H. R. 12701, by Representative Flood (D., Pa.), 
is identical to H. R. 7086, by Representative Blat- 
nik (D., Minn. ). It would provide for a pay-as-you- 
go national program of social security to be sup- 
ported by “an equitable gross income tax.” In 
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addition to providing retirement payments to all 
persons in the United States at the age of 60, it 
would provide similar benefits for disabled persons, 
certain children, and for certain cases where the 
female heads the family. 

H. R. 12911, by Representative Moore (R., W. Va.), 
would increase social security benefits and tax rate. 
This bill is identical with H. R. 12493, by Repre- 
sentative Boggs (D., La.), reported in THe Jour- 
NAL, Aug. 23, 1958, page 2085. 

H. R. 12936, by Representative Lesinski (D., 
Mich.), would amend the Social Security Act to 
provide, among other things, increased monthly 
benefits. This bill would amend the Social Security 
Act by lowering the retirement age for both men 
and women to age 60 and increase present monthly 
money benefits by 15%. To finance these increases, 
the tax rate on the present wage base of $4,200 
would be increased. On Jan. 1, 1959, the tax would 
be increased for the self-employed from the pres- 
ent $141.75 to $236.25; in 1975 the tax would reach 
$378.00. For the emploved, the present tax of $94.50 
would be increased to $157.50 on Jan. 1, 1959, and 
by 1975 the employer and employee would each pay 
$252.00 under the proposed changes. 

H. R. 12977, by Representative Bennett (R., 
Mich.), would amend the Social Security Act to 
provide, among other things, medical benefits for 
certain social security beneficiaries as follows: 

Hospital, Nurse-Home, and Surgical Benefits.— 
A program of hospital, nursing home, and surgical 
benefits would be initiated for an individual (and 
spouse) who is eligible for retirement benefits 
under OASI. The bill would provide up to 60 days 
of hospitalization in any 12-month period in semi- 
private accommodations and nursing home care up 
to a combined total of 120 days in the same period. 
It would also cover the cost of surgical care (not 
elective surgery) with freedom by the beneficiary 
to choose a surgeon of his choice, provided the 
surgeon is certified by the American Board of 
Surgery or is a member of the American Colloge 
of Surgeons (except in cases of emergency.) Un- 
like the Forand Bill, H. R. 9467, this bill does not 
provide for oral surgery performed by a dentist 
nor does it provide for minor surgery in a doctor’s 
office, except in cases of emergency. 

Hospital care could be received only in those 
hospitals which has entered into an agreement with 
the government. Eligible nursing homes would be 
those where skilled nursing care could be obtained 
and which are operated in connection with a hos- 
pital or in which nursing care and medical services 
are prescribed by, or performed under the general 
direction of persons licensed to practice medicine 
or surgery in the state. Treatment in a tuberculosis 
or a mental hospital would be specifically pre- 
cluded. The hospital would not receive payment 
from the OASI trust fund if payment were due 
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under a workmen’s compensation law or under a 
plan of any state or the United States. In the event 
that the OASI trust fund paid for such hospital or 
other medical services and it was subsequently 
determined that a workmen’s compensation or other 
state or federal plan is liable for such expenses, 
then the United States would be subrogated to 
all rights of the beneficiary or the provider of 
services to whom payment had already been made. 
Physicians would be paid in amounts as specified 
in agreement made with the Secretary of HEW 
or as prescribed in regulations promulgated by him. 

The Secretary of HEW could utilize the services 
of private nonprofit organizations which (a) repre- 
sent qualified providers of hospital, nursing home, 
or surgical services; or (b) operate voluntary health 
insurance plans. These nonprofit groups could be 
utilized as fiscal agents but only to the extent that 
the Secretary of HEW “can make satisfactory ar- 
rangements with them and to the extent he deter- 
mines such utilization would contribute to the 
effective and economic administration. 

To qualify for the above medical benefits a per- 
son would have to be entitled to OASI retirement 
benefits and have an income (including the income 
of his spouse and monthly insurance benefits re- 
ceived under the Social Security Law) of less than 
$2,400 in the preceding 12-month period. Such an 
individual's spouse would also be entitled to de- 
pendents’ benefits under the Social Security Law, 
including widows, and would be entitled to the 
medical benefits. All regulations to implement the 
provisions of this bill would be prescribed by the 
Secretary of HEW. The Forand bill provides for a 
nine-man National Advisory Health Council to con- 
sult with the Secretary and presumably aid him in 
the drafting of regulations. The bill would prohibit 
the Secretary from having supervision or control 
over the practice of medicine or administration and 
operation of hospitals and nursing homes. 

Redefine Disability —Under existing law disa- 
bility is defined as inability to engage in any sub- 
stantial gainful activity by reason of a medically 
determinable physical or mental impairment which 
can be expected to result in death or to be of a long- 
continued and indefinite duration. This bill would 
change the definition to read: “inability of an indi- 
vidual by reason of any medically determinable 
physical or mental impairment which can be ex- 
pected to be permanent or of long-continued and 
indefinite duration, to engage in a substantial gain- 
ful activity which is the same as or similar to the 
occupation or employment last performed by him 
on a regular basis before the onset of such im- 
pairment. 

Liberalize Coverage Requirements for Disability 
Benefits. -The bill also would change the coverage 
requirements for the disability freeze and for dis- 
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ability cash payments. Among other coverage re- 
quirements under existing law, a disabled individual 
must have been in covered employment for 20 out 
of the 40 quarters preceding the onset of disability. 
This bill would reduce the requirement to 15 quar- 
ters of coverage during the 30-quarter period prior 
to the onset of disability. 

Retirement Age.—Under existing law, the retire- 
ment age is 65, although women may receive re- 
duced benefits at age 62. This bill would reduce the 
retirement age for women to 60 and for men to 62. 

Increased Benefits.—The maximum primary bene- 
fit would be raised from the present $108.50 per 
month to $150.60; the minimum primary benefit 
would be increased from the present $30 to $50; 
while the maximum family benefit would be in- 
creased from $200 to $305. 

Wage Base and Tax Rate Increase.—To pay for 
these new and increased benefits, the wage base 
upon which social security taxes are paid would 
be increased from the present $4,200 to $6,000. The 
tax rate for the self-employed would be increased 
in 1959 from the present 3.375% to 6.375%; the em- 
ployee and employer tax rate would be increased 
from the present 2.25% each to 4.25%. For the 
period 1961 to 1964, these taxes would be increased 
from the presently scheduled 4.125% to 7.125% for 
the self-employed and from 2.75% to 4.75% for the 
employer and employee. By 1975 these taxes would 
be increased from the presently scheduled 6.375% 
to 9.375% for self-employed and from 4.25% to 
6.25% for the employer and employee. 

On Jan. 1, 1959, the tax would be increased for 
the self-employed from the present $141.75 to 
$382.50; in 1975 the tax would reach $562.50. For 
the employed, the present tax of $94.50 would be 
increased to $255.00, and by 1975 the employer and 
employee would each pay $375.00. 

H. R. 12979, by Representative Green (D., Ore. ), 
would amend the Public Assistance provisions of 
the Social Security Act to provide assistance for 
temporarily disabled individuals by changing that 
section of the Social Security Act which provides 
public assistance for the permanently and totally 
disabled by striking the term “permanently and 
totally” wherever it occurs. It would also remove 
any individual from eligibility for benefits “who 
has not been disabled for a period of at least 30 
days.” The effect of this bill would be to establish 
a program of public assistance for the temporarily 
disabled. 

H. R. 12986, by Representative Ullman (D., Ore.), 
would amend the Social Security Act to provide, 
among other things, an increase in the wage base 
and tax rate and to increase benefits payable there- 
under. 

This bill would (1) provide for increased benefits 
under social security; (2) reduce the retirement 
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age for women to age 62; (3) increase widows’ 
insurance benefits from 75% to 85% of the primary 
benefits; and (4) provide insurance for the de- 
pendents of disability insurance beneficiaries. To 
meet the cost of these liberalizations, the wage 
base upon which social security taxes are paid 
would be increased from the present $4,200 to 
$6,000 and the tax rate would be increased for the 
self-employed beginning in 1959 from the present 
3.375% to 4.125%, with periodic increases so that 
by 1975 the self-employed would be paying 7.125% 
on the $6,000 wage base. The taxes for the employee 
and employer would be increased beginning in 
1959 from the present 2.25% to 2.75%, with periodic 
increases so that by 1975 each would be paying 
4.75% on the $6,000 wage base. 

On Jan. 1, the tax would be increased for the 
self-employed from the present $141.75 to $247.50; 
in 1975 the tax would reach $427.50. For the em- 
ployed, the present tax of $94.50 would be increased 
to $157.50, and by 1975 the employer and employee 
would each pay $285.00 under the proposed 


changes. 

S. 4121, by Senator Case (R., N. J.), and others 
would amend the Social Security Act to increase the 
benefits payable under the old-age, survivors, and 
disability insurance program. This bill would in- 


crease the monthly social security benefits by in- 
creasing the social security wage base and tax rate 
and by accelerating the periodic increases provided 
in existing law. A table for determining benefits 
would be substituted for the formula contained in 
the law. Minimum benefits would be increased from 
$30 to $33 monthly; maximum individual benefits 
would be increased from the present $108.50 to 
$119.40, and the maximum family benefit would be 
increased from the present $200 to $260.80. To 
meet the cost of these increased benefits, the wage 
base would be increased from the present $4,200 to 
$4,800. The tax rate for self-employed individuals 
beginning on Jan. 1, 1959, would be raised from the 
present 3.375% to 3.75% (from present $141.75 to 
$180). Beginning in 1960 and every four years 
thereafter, these taxes would be increased _ periodi- 
cally so that beginning in 1972 the self-employed 
would be paying 6.75%. Existing law provides that 
in 1975 the self-employed would be paying 6.375%. 
Thus, in 1972 the self-employed individual would 
pay a tax of $324. Both the employee and the em- 
ployer would have their tax rate increased in 1959 
from the present 2.25% to 2.5% (from $94.50 to 
$120). Beginning in 1960 and every four years 
thereafter, the rate would be increased by 0.5% 
until 1972, when the rate for the employee and 
employer would be 4.5% for each. Thus, beginning 
in 1972, the employee and employer each would be 


paying $216. 
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H. R. 13205, by Representative Byrd (D., W. Va.), 
would liberalize disability benefits requirements. 
This bill is identical to S. 1812, by Senator Rever- 
comb (R., W. Va.), which would amend the cover- 
age requirements for applicants for disability bene- 
fits under the Social Security Act. Under the present 
law before an applicant can receive disability pay- 
ments, he must be fully insured (40 quarters of 
coverage or one-half the quarters since 1950, with 
a minimum of six quarters ) and have been covered 
142 years out of 3 years and 5 out of the 10 years 
immediately prior to the onset of his disability. This 
bill would permit disability payments to be made if 
the applicant had “at lease one quarter of cover- 
age.” 

H. R. 13206, by Representative Byrd which is 
identical to S. 1811, by Senator Revercomb, and 
would redefine “disability” under Social Security as 
used in the disability benefits provisions of the 
Social Security Act. Under the present definition, 
an applicant for disability benefits is eligible onl 
if he is found unable to engage in any substantial 
gainful activity. Under this proposal, if, as a practi- 
cal matter, the applicant could not obtain employ- 
ment, he would be eligible for disability payments. 

H. R. 13308, by Representative Moulder (D., Mo.), 
would amend Title I of the Social Security Act to 
increase the amount of federal funds payable there- 
under to states which have approved plans for old- 
age assistance. This bill would increase the maxi- 
mum toward which the federal government may 
contribute for aid to the needy aged from the pres- 
ent $60 to $75 and would change the formula so 
that the federal contribution could be larger. Under 
the present law, the maximum amount the federal 
government can contribute is $39 of the $60 limit: 
under this proposal the federal contribution could 
be a maximum of $49.17 of the $75 limit. In addi- 
tion to the above funds, the federal government 
would pay one-half of the states’ administrative 
costs in carrying out the old-age assistance program. 
The most notable feature of the bill is that it would 
eliminate vendor medical payments for this public 
program. Presumably, the recipients 
would be expected to pay for their medical care 
from their benefits. The bill does not amend the 
remaining three programs of public assistance—aid 
to dependent children, the blind and the perma- 
nently and totally disabled. 

H. R. 13549, by Representative Mills (D., Ark), 
and H. R. 13550, by Representative Reed (R., N. Y.), 
would liberalize the social security law by increas- 


assistance 


ing benefits and to provide actuarial soundness of 
the trust funds by increases in the wage base and 
tax rate and the acceleration of periodic tax in- 
creases. 
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MEDICINE AND THE LAW 


TORT LIABILITY OF CHARITABLE 
HOSPITALS TO PATIENTS 


In 1876, the Supreme Court of Massachusetts, in 
McDonald v. Massachusetts General Hospital, 120 
Mass. 432, first announced the rule in the United 
States that a charitable hospital is not liable for in- 
juries caused by the negligence of its agents and 
employees. The decision was based upon an English 
case, Holliday v. St. Leonard’s, 11 C.B., N.S. 192 
(1860), which in turn was based upon the dictum 
in an earlier English case, Duncan v. Findlater, 7 
Eng. Reprint 934 (1839). However, the dictum in 
the Duncan case had been overruled in 1866 in 
Mersey Docks Trustees v. Gibbs, 11 Eng. Reprint 
1500, and the Holliday case had been reversed in 
1871 in Foreman v. Mayor of Canterbury, L.R. 6 
Q.B. 214. Although the Holliday case had been re- 
versed and the dictum of the earlier case overruled 
even before the date of the Massachusetts decision, 
charitable hospitals have nevertheless been held to 
be immune by many courts throughout the United 
St tes as a result of this decision. 

A Rhode Island court in 1879 chose to reject the 
doctrine of immunity, and in Glavin v. Rhode Island 
Hospital, 12 R.1. 411, a charitable hospital was held 
liable for injuries caused by the negligence of an in- 
tern. But shortly thereafter, the Rhode Island legis- 
lature enacted a statute granting immunity and 
thereby repudiating the Glavin decision. 

Since the McDonald decision in 1876, the general 
rule in the United States has been that of immunity 
or qualified immunity. However, in recent years 
the trend has been toward the liability of charitable 
hospitals for the torts of their employees and agents. 
In the following states the courts have held chari- 
table hospitals to be fully liable for the torts of their 
employees and agents the very first time the issue 
of liability arose: Delaware (1951), Minnesota 
(1920), New Hampshire (1939), North Dakota 
(1946), Rhode Island (1879) (overruled by statute), 
and Vermont (1950). 

In the following states, full liability was adopted 
as the rule even though the courts of these states 
had previously followed variations of the rule of 
immunity or qualified immunity: Arizona (1951), 
California (1951), Iowa (1950), Kansas (1954), 
New Jersey (1958), New York (1957), and Ohio 
(1956). 

Despite the trend of the state courts in reversing 
their previous rules of immunity, the courts of 
Pennsylvania (1958) and Connecticut (1957) have 


noted the action of other courts but have refused 
to disturb their rules of immunity on the ground 
that such action is the prerogative of the legislature. 

In 1952, the Alaska court considered the question 
of liability for the first time and held a charitable 
hospital liable to a patient who payed only part of 
the cost of his hospitalization. In 1954, a federal 
court declared that the rule of charitable immunity 
does not apply in Alaska. Mississippi (1951), Wash- 
ington (1953), and Idaho (1956) have held chari- 
table hospitals liable to paying patients, the latter 
two states reversing previous holdings. Although 
these cases were limited to facts involving paying 
patients, the court’s decision in each instance left 
the impression that a similar decision would be 
reached with regard to nonpaying patients. 

The names and citations of the cases referred to 
above are shown in the summary which follows this 
discussion. 

The landmark case which appears to have given 
the current trend toward liability its great impetus 
is a District of Columbia, Court of Appeals decision, 
President and Directors of Georgetown College v. 
Hughes, 130 Fed. (2d) 810, 76 App. D. C. 123 
(1942). Three of the judges who participated in the 
decision (Rutledge, Miller, and Edgerton, J. J.) 
held that charitable institutions enjoy no immunity 
from tort liability. The three other judges (Groner, 
Ch.J., Stephens, and Vinson, J. J.) expressed no 
opinion on the question of complete liability and 
concurred only on the issue raised by the facts of 
the case that charitable corporations are responsi- 
ble for the negligence of their servants causing injury 
to strangers. These words in the opinion writ- 
ten by Associate Justice Rutledge seem to summar- 
ize the trend and philosophy of current judicial 
thinking in tort law as it applies to charitable insti- 
tutions: 

The rule of immunity is out of step with the general trend 
of legislative and judicial policy in distributing losses in- 
curred by individuals through the operation of an enterprise 
among all who benefit by it rather than in leaving them 
wholly to be borne by those who sustain them. The rule of 
immunity itself has given way gradually but steadily through 
widening, though not too well or consistently reasoned, modi- 
fications. It is disintegrating. Each modification has the justi- 
fication that it is a step in result, if not in reason, from the 
original error toward eventual correction. . . . 

. . . It does not recompense injured persons that the loss 
inflicted is by charitable institutions. . . . We do not believe 
the survival of charities will turn on whether they must an- 
swer for their wrongs to persons they are formed to help. 
There may be some added expense of operations. It may be 
no more than the cost of litigating these claims over and 
over, for the issue will not be down. Insurance must be car- 
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ried to guard against liability to strangers. Adding bene- 
ficiaries cannot greatly increase the risk or the premium. 
This slight additional expense cannot have the consequences 
so frequently feared in judicial circles, but so little realized 
in experience. To offset the expense will be the gains of 
eliminating another area of what has been called “protected 
negligence” and the anomaly that the institutional doer of 
good asks exemption from responsibility for its wrong, though 
all others must pay. 


In the absence of legislative action to the con- 
trary, it appears that the rule of charitable immunity 
is likely to disappear in the not too distant future. 


Tort Liability of Charitable Hospitals to Patients 
in The United States 


Alabama Liable to paying patient. Tueker v. Mobile Infirmary 
Assn., G8 So. 4, 191 Ala. 572 (1915). No reported court 
decisions involving charity patients although the 
Tucker case may be interpreted to indicate full 
liability. 

Alaska Full liability. Moats v. Sisters of Charity, 13 Alaska 
46 (1952); Tuengel v. Sitka, 118 F. Supp. 399 (1954) 

Arizona Full liability. Ray v. Tucson Medical Center, 230 P 
(2d) 220, 72 Ariz. 22 (1951). 

Arkansas immune from liability to nonpaying patients except 
for negligence in the selection and retention of em 
ployees. Arkansas Midland R. Co. v. Pearson, 135 8 
W. 917, 98 Ark. 399 (1911). No reported court cases 
involving paying patients. 

California Full liability. Malloy v. Fong, 232 P. (2d) 241, 37 
Cal. (2d) 356 (1951); Section 1714 California Civil 
Code. 

Colorado Exeecuticn under a judgment rendered against a 
charity in a tort action cannot be levied on property 
which is part of the charitable trust. St. Mary's 
Academy v. Solomon, 238 P. 22, 77 Colo. 463 (1925). 
Liability within limits of insurance coverage. O'Con 
nor v. Boulder Colorado Sanitarium Assn., % P 
(2d) 835, 105 Colo, 259 (1989). 

Connecticut Immune from liability except for negligence in the 
selection and retention of employees. Hearns v. Water 
bury Hospital, 33 A. 595, 66 Conn. 98 (1895); Me- 
Dermott v. St. Mary's Hospital, 133 A. (2d) 608 (1957) 

Delaware Full liability. Durney v. St. Francis Hospital, 83 A 
(2d) 753 (1951). 

District of Question of liability not authoritatively decided. Dicta 

Columbia expressing full liability in Court of Appeals decision, 
President and Directors of Georgetown College v 
Hughes, 130 Fed. (2d) 810, 76 App. D.C. 123 (1942). A 
trial court held that hospital is immune from liability 
for injuries sustained by a patient through the 
negligence of its nurses where there is no claim that 
they were negligently selected by the hospital or that 
hospital itself was neglirent. White v. Providence 
Hospital, 80 F. Supp. 76 (1943). 

Florida Liable to paying patients, Nicholson v. Good Samari- 
tan Hospital, 199 So, 344, 145 Fla. 360 (1941). No 
reported cases involving charity patients although the 
doctrine of full liability is dicta in Wilson v. Lee 
Memorial Hospital, 65 So. (2d) 40 (1958). 

Georgia Liable for negligence in selecting and retaining em- 
ployees; execution on a judgment recovered for such 
negligence is not limited to nontrust assets. Liable to 
paying patient for negligence of employees even 
though they have been selected with due care, but 
judgment can be executed only from income derived 
from paying patients or insurance. Morton v. Sa- 
vannah Hospital, 6 S.E. 887, 148 Ga. 438 (1918). 

Hawaii No reported cases, 

Idaho Liable to paying but not to nonpaying patients 
Wheat v. Idaho Falls Latter Day Saints Hospital, 
297 P. (2d) 1041 (1956). 

Illinois Liable within limits of liability insurance and other 
nontrust assets. Moore v. Moyle, 92 N.E, (2d) 81, 405 
Ill. 555 (1950). 

Indiana Immune from liability to charity and paying patients 
unless hospital failed to exercise reasonable eare in 
selecting and retaining employees who committed tort, 
in which case there is no immunity. St. Vincent's 
Hospital v. Stine, 144 N.E. 537, 195 Ind. 350 (1924). 

lowa Full liability. Haynes v. Presbyterian Hospital, 45 
N.W. (2d) 51, 241 Iowa 1269 (1950). 

Kansas Full liability. Noel v. Menninger Foundation, 267 P 
(2d) 934 (1954). 

Kentucky Complete immunity from liability. Emery v. Jewish 
Hospital Ass’n., 236 S.W. 577, 198 Ky. 400 (1921). 
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Immune from liability. Jordan v. Touro Infirmary, 
123 So. 726 (1922). But immunity of assured unavail 
able as defense by insurer. Stamos v. Standard Ac 
cident Ins. Co., 119 F. Supp. 245 (1954) 

Immune from lability. Jensen v. Maine Eye & Ear 
Infirmary, 78 A. 898, 107 Me. 408 (1910) 

Immune from liability. Howard v. South Baltimore 
General Hospital, 62 A. (2d) 574 (1948). Exception 
liability within limits of insurance coverage (provided 
by statute): Gorman v. St. Paul Fire & Marine Ins 
Co., 121 A. (2d) 812 (1956) 

Immune from liability. McDonald v. Massachusetts 
General Hospital, 21 Am. Rep. 529, 120 Mass. 432 (1876) 
Immune from liability. Pepke v. Grace Hospital, 9 
N.W. 278, 130 Mich. 493 (1902) 

Full liability. Mulliner Evangelischer Diakon- 
niessenverein, 175 N.W. 699, 144 Minn. 392 (1920) 
Liable to paying patients. Mississippi Baptist Hospi 
tal v. Holmes, 55 So. (2d) 142 (1951). Liable for 
negligence in the selection and retention of employees 
Mississippi Baptist Hospital v. Moore, 126 So. 465, 156 
Miss. 676 (1930) 

Immune from liability. Dille v. St. Luke's Hospital, 
196 S.W. (2d) 615, 355 Mo. 436 (1946) 

No reported cases 

Immune from liability. Cheatham v. Bishop Clarkson 
Memorial Hospital, 70 N.W. (2d) %&, 160 Neb. 297 
(1955); Muller v. Nebraska Methodist Hospital, 70 N.W 
(2d) 86, 160 Nen. 279 (1955) 

Immune from liability to nonpaying patients. Springer 
v. Federated Church of Reno, 283 P. (2d) 1071 (1955) 
No reported cases involving paying patients 

Full liability. Welch v. Frishie Memorial Hospital, 9 
A. (2d) 761, 90 N.H. 337 (1939) 

Full liability. Collopy v. Newark Eye & Ear In- 
firmary, 141 A. (2d) 276 (1958). 

No reported court decisions 

Full liability. Bing v. Thunig, 143 N.E. (2d) 3, 163 
N.Y.S. (2d) 3 (1957) 

Immune from liability. Williams v. Union County 
Hospital Assn., 75 S.E. (2d) 308, 237 N.C. 395 (1958) 
Exception: liable for negligence in selection and reten- 
tion of employees. Williams v. Randolph Hospital Inc., 
75 S.E. (2d) 308, 237 N.C. 387 (1953) 

Full liability. Riekbeil v. Grafton Deaconess Hospital, 
23 N.W. (2d) 247, 74 N.D. 525 (1946) 

Full liability. Avellone v. St. John’s Hospital, 135 N.E 
(2d) 410 (1956) 

Liable to paving patients. Sisters of the Sorrowful 
Mother v. Zeidler, 82 P. (2d) 996, 188 Okla. 454 (1988) 
No reported eases involving charity patients 
Immune from liability. Gregory v. Salem General 
Hosp tal, 153 P. (2d) 887, 175 Ore. 404 (1944) 
Immune from liability. Gable v. Sisters of St. Francis, 
75 A. 1087, 227 Pa. 254 (1910); Knecht v. St. Mary's 
Hospital, 140 A. (2d) 30 (1958). 

Immune from liability by statute. General Laws, Sec- 
tion 7-1-22 (1956 

Immune from liability. Lindler v. Columbia Hospital, 
81 S.E. 512, 98 S.C. 25 (1914) 

No reported cases 

Full liability but damages not recoverable out of trust 
property. Vanderbilt University v. Henderson, 127 
S.W. (2d) 284, 23 Tenn. App. 135 (1938) 

Immune from liability. Exception: liable for negli 
erence in selection or retention of employees. Jones vy 
Baylor Hospital, 284 S.W. (2d) 929 (1955) 

Liable to paying patients and probably also to non 
paying patients. Sessions vy. Thomas P. Dee Memorial 
Hospital, 78 P. (2d) 645, 94 Utah 469 (1938) 

Full liability. Foster v. Roman Catholic Diocese of 
Vermont, 70 A. (2d) 230, 116 Vt. 124 (1950). 

Immune from liability. Weston v. Hospital of St. Vin 
cent, 107 S.E. 785, 131 Va. S87 (1921). Exception: liable 
for negligence in selection and retention o1 employees 
Norfolk Protestant Hospital v. Plunkett, 173 S.E. 363, 
162 Va. 151 (1934). 

Liable to paying but not to nonpaying patients. Pierce 
v. Yakima Valley Memorial Hospital, 260 P. (2d) 765 
(1953). Liable for negligence in selection or retention 
of employees. Canney v¥. Sisters of Charity, 130 P. (2d) 
sug, (1942). 

Immune from liability. Meade v. St. Francis Hospital, 
74 S.E. (2d) 405, 187 W. Va. 834 (1953). Exception: liable 
for negligence in selection or retention of employees 
Roberts v. Ohio Valley General Hospital, 127 S.E. 318, 
98 W. Va. 476 (1925) 

Immune from lability. Grabinski v. St. Francis Hos 
pital, 68 N.W. (2d) 693, 266 Wis. 339 (194). Liable for 
negligence in selection or retention of employees. Schu- 
macher v. Evangelical Deaconess Society, 260 N.W. 476, 
218 Wis. 169 (1935). 

Immune from liability to nonpaying patients. Bishop 
Randall Hospital v. Hartley, 160 P. 385, 24 Wyo. 408 
(1916). No reported cases involving paying patients. 
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ARIZONA 


Regional Meeting of Physicians.—The Arizona re- 
gional meeting of the American College of Physi- 
cians will be held Oct. 18 at St. Luke’s Hospital, 
Phoenix, under the general chairmanship of Dr. Wil- 
liam R. Hewitt. Invited speakers include Drs. Ear] 
J. Baker, Phoenix, and Preston J. Taylor, Tucson, 
who will give “New Developments in Hypothermia” 
and “Malabsorption Syndrome,” respectively. Speak- 
er at the banquet in the Safari Hotel, Scottsdale, 
will be Dr. Fuller B. Bailey, professor of medicine, 
University of Utah College of Medicine, Salt Lake 
City, and regent of the college. There is no registra- 
tion fee. For information write Dr. Leslie B. Smith, 
1130 E. McDowell Road, Phoenix, Ariz. 


ARKANSAS 


Appoint Professor of Anatomy.—Horace N. Marvin, 
Ph.D., has been promoted professor and head of the 
department of anatomy at the University of Arkan- 
sas Medical Center, Little Rock. Dr. Marvin, who 
joined the School of Medicine faculty in 1942 and 
has been an associate professor since 1949, succeeds 
Dr. William C. Langston, who has reached emeritus 
rank after serving on the faculty for 28 vears. 


CALIFORNIA 


Punch in Galvanized Container Poisonous.—Accord- 
ing to the Morbidity and Mortality Weekly Report 
of the Public Health Service for Sept. 5, the Cali- 
fornia Department of Public Health has reported 
an outbreak of food poisoning following the con- 
sumption of a punch drink served in a coffee shop. 
Fourteen of 25 persons who drank the punch be- 
came ill with cramps and diarrhea from 15 to 45 
minutes after drinking the suspect beverage. The 
punch, consisting of a commercial mix, fresh and 
bottled lemon juice, sugar, and water, was prepared 
in a galvanized iron container and then stored in 
a refrigerator. The lining of the cans had been 
extensively corroded by the punch. Chemical analy- 
sis of a sample of the punch showed zinc present 
in the proportion of 184 parts per million. No other 
toxic heavy metals were found. 


Dr. Topping Named University President.—Dr. 
Norman H. Topping took office Sept. 2 as president 
of the University of Southern California, his alma 
mater. Dr. Topping returned to Southern California 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health, Programs should be received 
at least three weeks before the date of meeting. 


from the University of Pennsylvania, where he had 
been vice-president for medical affairs six years. He 
formerly was an assistant surgeon general of the 
U. S. Public Health Service and associate director 
of the National Institutes of Health at Bethesda, 
Md. During World War II he was a member of the 
U. S. Typhus Commission and won.its medal. He 
also has received the Bailey K. Ashford award of 
the American Society of Tropical Medicine and the 
award of the Washington Academy of Science. Dr. 
Topping was president of the American Society of 
Tropical Medicine in 1949-50, and since 1956 has 
been chairman of the Committee on Virus Research 
and Epidemiology of The National Foundation. 


FLORIDA 

University Grants.—Melvin Fried, Ph.D., assistant 
professor of biochemistry at the University of 
Florida College of Medicine, Gainesville; has _re- 
ceived a $32,660 grant from the National Institutes 
of Health to finance a three-year study devoted to 
the characterization of protein moieties of lipopro- 
teins.——The U. S. Public Health Service has an- 
nounced the awarding of a $24,000 grant to Dr. 
William W. Stead, associate professor of medicine 
at the University of Florida College of Medicine, 
Gainesville, to finance a two-year study for the 
development of an improved test of pulmonary 
ventilator function. 


GEORGIA 

New Chair at Emory.—Dr. Ross L. McLean has 
been appointed to the newly created chair of tuber- 
culosis and pulmonary diseases at the Emory Uni- 
versity School of Medicine, Atlanta, established by 
the Atlanta Tuberculosis Association. Dr. McLean 
was formerly director of professional services at the 
Veterans Administration Hospital in Baltimore, 
and an assistant professor of medicine at Johns 
Hopkins University. 


ILLINOIS 


Eye and Ear Infirmary Centennial Dinner.—In con- 
nection with the centennial observation of the 
founding of the Illinois Eye and Ear Infirmary, 
Chicago, the Illinois Department of Public Welfare, 
in cooperation with the University of Illinois, will 
join with the alumni associations of otolaryngology 
and ophthalmology in a celebration dinner at the 
Palmer House Hotel, Chicago, Oct. 15. The in- 
firmary is dedicated to service, education, and re- 
search providing free medical services for indigent 
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citizens of Illinois suffering from diseases of the eye, 
ear, nose, and throat. For information write Dr. 
Otto L. Bettag, Director, Department of Public 
Welfare, State of Illinois, Springfield. 


Chicago 

Passavant Dedicates New Pavilion.—The new East 
Pavilion of Passavant Memorial Hospital was dedi- 
cated Sept. 21. The nine-story, 4 million dollar 
addition provides a potential 90 beds, increasing the 
hospital's patient capacity to 353. The surgery suite 
in the new wing includes eight operating rooms 
and allied treatment and diagnostic units. Two 
operating rooms have colored closed-circuit tele- 
vision equipment. Next to the auditorium is a con- 
ference room for classes and small meetings. The 
radiology department is equipped with an automatic 
processing machine which processes a film in eight 
minutes. Passavant is affiliated with Northwestern 
University Medical School as a teaching hospital. 


INDIANA 

Annual State Meeting in Indianapolis.—The 109th 
annual convention of the Indiana State Medical 
Association will be held at Murat Temple, Indian- 
apolis, Oct. 12-15. Round-table luncheons Oct. 13 
are listed as follows: “Hayfever and Other Aller- 
gies,” Dr. Donald J. White, Indianapolis, “Current 
Status of the Correct Management of Thyroid Dis- 
orders,” Dr. Glenn W. Irwin Ir., Indianapolis, and 
“Evaluation of Patients for Cardiac Surgery,” Dr. 
Harris B. Shumacker Jr., Indianapolis. “Chemical 
Tests for Intoxication” will be a program consisting 
of a talk by Dr. Herman A. Heise, Milwaukee, vice- 
chairman of the American Medical Association 
Committee on Medicolegal Problems, followed by a 
two-hour mock trial demonstration and a special 
scientific exhibit on “Problems in Forensic Sciences 
by the Forensic Sciences Study Commission of the 
Legislative Advisory Commission of Indiana.” Dr. 
Ralph D. Rabinovitch, Northville, Mich., and Esther 
J. Swenson, Ph.D., Tuscaloosa, Ala., are participants 
in the annual Conference of Physicians and Schools. 
A symposium, “Chronic Inflammatory Diseases of 
the Lungs,” will include the following participants: 
Drs. Ted F. Leigh, Atlanta. Ga.; Averill A. Liebow, 
New Haven, Conn.; and Thomas H. Burford, St. 
Louis. A golf tournament, the annual trap-skeet 
shoot, and a program of ladies’ entertainment are 
arranged. For information write the Indiana State 
Medical Association, 1021 Hume Mansur Building, 
Indianapolis 4, Ind. 


MICHIGAN 

Exchange Program for Interns and Residents.— 
Eighteen hospitals in 14 communities throughout 
Lower Michigan are now affiliated with The Uni- 
versity of Michigan Medical Center, Ann Arbor, 
in an exchange program for the advanced training 
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of interns and resident physicians. Dr. John M. 
Sheldon, professor of internal medicine and di- 
rector, University of Michigan department of post- 
graduate medicine, described the four-part program 
now in effect: (1)—A program which permits resi- 
dents from the affiliated hospitals studying internal 
medicine, surgery, or obstetrics and gynecology to 
spend their three-year terms at the University of 
Michigan Medical Center. This includes a nine- 
month course in the basic sciences preparatory to 
the state board examinations. (2)—A program under 
which university staff members visit each affiliated 
hospital six or more times a year to examine and 
evaluate the training programs. In addition, a con- 
ference is held at the university once a year so the 
educational committees may meet with the univer- 
sity staff members to coordinate their program. 
(3)—Training in general practice which provides 
annually for about 10 internships of two years each. 
These interns spend alternating six-month periods 
at the University of Michigan and at the affiliated 
hospitals. (4)—A program for student experience in 
general practice which permits senior medical stu- 
dents to spend their vacation period working in 
affiliated hospitals. University of Michigan faculty 
members visit the hospitals participating in this 
program about 12 times each year. 


MONTANA 

State Medical Election.—At the annual meeting of 
the House of Delegates of the Montana Medical 
Association Sept. 13 the following officers were 
elected and installed: president, Dr. Herbert T. 
Caraway, Billings; president-elect, Dr. Leonard W. 
Brewer, Missoula; vice-president, Dr. Raymond F. 
Peterson, Butte; secretary-treasurer, Dr. Theodore 
R. Vye (reelected), 412 N. Broadway, Billings, Mont.; 
assistant secretary-treasurer, Dr. William E. Harris, 
Livingston (reelected); executive committe, Drs. 
John A. Layne, Great Falls (reelected), Edward S. 
Murphy, Missoula (to serve in addition to the 
above named officers ); delegate to American Medi- 
cal Association, Dr. Paul J. Gans, Lewistown; alter- 
nate delegate, Dr. Sidney C. Pratt, Miles City. 


NEBRASKA 

Clinical Meeting in Omaha.—The Omaha Mid-West 
Clinical Society will hold its 26th annual sessions 
at the Sheraton—Fontenelle Hotel, Omaha, Nov. 
3-6. Three panel discussions are planned; “Staphy- 
lococcus Infections,” “Common Fractures,” and 
“Obstetric Shock,” moderated by Drs. Henry J. 
Lehnhoff Jr., Richard D. Smith, and Maurice E. 
Grier, respectively. Dr. Donald J. Wilson, Omaha, 
president-elect of the society, will moderate a sym- 
posium on Nov. 6 on “This is What's New!” Guest 
speakers are as follows: Drs. Benjamin M. Gasul. 
Chicago; Thomas H. McGavack, Martinsburg, W. 
Va.; Earl D. Osborne, Buffalo, N. Y.; Victor Good- 
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hill and Myron Prinzmetal, Los Angeles; Louis T. 
Byars, St. Louis; Edward M. Litin, Rochester, 
Minn.; Spencer L. Israel, Philadelphia; Julian E. J. 
Jacobs, Charlotte, N. C.; W. Edward Chamberlain, 
Washington, D. C.; and Campbell M. Gardner, 
Montreal, Quebec, Canada. Scientific exhibits are 
planned, and the meeting is classified for category 
I credit by the American Academy of General 
Practice. For information write the Omaha Mid- 
West Clinical Society, 1031 Medical Arts Building, 
Omaha 2, Neb. 


NEW JERSEY 

Symposium on Diabetes.—The New Jersey Diabetes 
Association in cooperation with the New Jersey 
State Department of Health will present the sixth 
annual Symposium on Diabetes Mellitus at the 
Harrison S. Martland Medical Center, Newark, 
Oct. 29. The morning session will feature ward 
rounds and a bedside conference, with Dr. Francis 
D. W. Lukens of the University of Pennsylvania, 
Philadelphia, as chief discussant and Dr. Harold J. 
Jeghers, of Seton Hall College of Medicine, Jersey 
City, moderator. The afternoon session, a clinical 
conference, will include the following: 


The Arteries and Kidneys in Diabetes Mellitus, Dr. William 
E. Ehrich, Philadelphia. 

Renal Biopsy Pathology in Diabetic Patients, Dr. George E. 
Schreiner, Washington, D. C. 

Problems of Lipid Metabolism in Diabetes, Dr. David Selig- 
son, New Haven, Conn. 

Relation Between Diabetes and Obliterative Arteriosclerosis, 
Dr. Walter Redisch, New York City. 

A panel discussion, “Arteriosclerosis, Diabetes and 

Related Lipid Metabolism,” will be moderated by 

Dr. Jeghers. For information write Dr. Arthur 

Krosnick, State of New Jersey Department of 

Health, Trenton 7. 


NEW JERSEY 

Lectures on Sterilizing Equipment.—Contamination 
of hospital supplies by their surroundings will be 
discussed by Dr. Carl W. Walter, associate clinical 
professor of surgery, Harvard Medical School, Bos- 
ton, Oct. 21, at Seton Hall College of Medicine and 
Dentistry, Jersey City. Dr. Walter’s paper, entitled 
“Environmental Sepsis,” will be presented from 
3-4 p. m. at Murdoch Hall in the Jersey City Med- 
ical Center, Jersey City, and will be open to all 
with a professional interest in the subject. 


Conference on Industrial Health.—“The Disturbed 

Adolescent, Our Future Employee” will be the 

theme for the New Jersey Industrial Health Con- 

ference at Far Hills Inn, Somerville, Oct. 18. The 

program lists the following: 

Rehabilitation of the Disturbed Adolescent, Dr. Ralph Bran- 
cale, Menlo Park, N. J. 

Emotional Factors at Work, Dr. Gerald Gordon, Wilmington, 
Del. 
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Problems of Emotional Stability Today, Dr. Joseph M. Tobin, 
Princeton, N. J. 

Medical Research in the Petroleum Industry, Dr. Horace W. 
Gerarde, Linden, N. J. 

Electromyography—Its Value in Low Back Diagnostic Prob- 
lems (Comparison of Various Diagnostic Techniques), 
Dr. Earl F. Hoerner, West Orange, N. J. 


A disaster demonstration directed by Dr. Thomas 
F. Nevins Jr., director, Esso Bayway Medical De- 
partment, will be conducted at 2 p. m. 


NEW YORK 

Annual Public Health Lecture.—The ninth Augustus 
B. Wadsworth Lecture will be given at the Divi- 
sion of Laboratories and Research, New York State 
Department of Health, Albany, Nov. 20, by Dr. 
Albert H. Coons, visiting professor of bacteriology 
and immunology, Harvard Medical School, Boston, 
on “Stalking with Antibodies.” The lectureship was 
established in 1950 by the staff of the laboratories 
and the council of the New York State Association 
of Public Health Laboratories. 


Plan Dedication of Research Wing in Buffalo.—The 
dedication of Sherman Hall, a new research wing 
of the University of Buffalo School of Medicine, is 
planned for Oct. 18, 10 a. m. Cost of the T-shaped, 
four-storied wing was $1,641,000, made possible by 
a $695,000 grant from the estate of the late Dr. and 
Mrs. DeWitt J. Sherman, and matching funds from 
the National Institutes of Health. On the ground 
floor are physiology research laboratories, high- 
altitude chambers, isotope rooms, an all-weather 
room, and machine and electronics shops. On the 


The new Sherman Hall of the University of Buffalo School 
of Medicine. 


first floor are student teaching laboratories, neuro- 
physiology and cardiopulmonary research labora- 
tories. The second floor will be devoted to research 
in bacteriology and immunology. The new depart- 
ment of biophysics at the university will be on the 
ground floor of the new hall. 


Personal.—Dr. Stephen C. F. Mahady, former di- 
rector of the Broadacres Sanatorium, Utica, has 
been appointed director of the State Out-Patient 
Chest Clinic at the Broadacres Sanatorium. The 
Sanatorium, which was turned over to the state in 
1948 for use as a tuberculosis hospital, was returned 
to Oneida County Aug. 15.-——Emanuel M. Bogda- 
nove, Ph.D., assistant professor of anatomy, Albany 
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Medical College, will spend the 1958-1959 academic 
year in London, England, under the terms of a 
U. S. Public Health Service traineeship award, 
studying under Dr. Geoffrey W. Harris, at the 
Maudsley Hospital, University of London.——Dr. 
Barbara R. Rennick, assistant professor of physi- 
ology, New York State University Upstate Medical 
Center, Syracuse, has been awarded a Wellcome 
Foundation fellowship for travel in Europe. She 
left Syracuse Sept. 1 to return in about six weeks. 


New York City 

Lecture on Oral Pathology.—The New York Insti- 
tute of Clinical Oral Pathology has announced the 
seventh Herman L. Reiss Memorial Lecture to be 
held at the New York Academy of Medicine Build- 
ing, 2 E. 103rd St., Oct. 27, 8:30 p. m. Dr. Seymour 
J. Kreshover of the National Institutes of Health, 
Bethesda, Md., will lecture on “Prenatal Factors in 
Oral Pathologic Conditions.” Members of the dental, 
medical, and allied professions are cordially invited. 


Dr. Merritt Named Acting Dean at Columbia.—Dr. 
H. Houston Merritt, director of the neurology serv- 
ice, has been appointed acting dean of the Faculty 
of Medicine of Columbia University and acting 
vice-president in charge of medical affairs. In addi- 
tion to this new post, Dr. Merritt will continue as 
Columbia's professor of neurology and to direct the 
neurological service at the New York Neurological 
Institute. 


PENNSYLVANIA 

Symposium on Nutrition in Pittsburgh.—“Advances 
in Human Nutrition,” a symposium sponsored by 
the H. J. Heinz Company as part of a week of 
ceremonies dedicating the new Heinz Research 
Center, will be held in Pittsburgh, Oct. 13-14. 
Speakers will include Charles Glen King, Ph.D., 
executive director, Nutrition Foundation Inc.; Dr. 
Alexander Marble, president, American Diabetic 
Association; Dr. William Henry Sebrell, director, 
Institute of Nutrition Sciences, Columbia Univer- 
sity, New York City; Dr. Nevin S. Scrimshaw, direc- 
tor, Institute Nutrition of Central America and Pan- 
ama; Floyd S. Daft, Ph.D., director, National Insti- 
tute of Arthritis and Metabolic Diseases; Dr. Fred- 
rick J. Stare, chairman, department of nutrition, 
Harvard University; Dr. Eric K. Cruichshank, of the 
Medical Schools of the University College of the 
West Indies (Jamaica) and the University of Lon- 
don; and Dr. James M. Hundley, of the United 
Nations’ Food and Agricultural Organization and 
its International Children’s Emergency Fund. Re- 
ports will be made on the results of research on 
these subjects: 


Relationship Between Nutrition and the Degenerative Dis- 
eases of Middle and Old Age (Especially Arteriosclerosis 
and Coronary Heart Disease. ) 

Maternal and Child Nutrition. 
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Nutritional Treatment of Children Afflicted with Inherited 
Metabolic Disorders, or “Chemical Diseases.” 

Basic Biochemical and Nutritional Research. 

International Aspects of Malnutrition, with Emphasis on the 
Under-Developed Areas of the World. 


The symposium will feature a panel discussion on 
nutrition education conducted by E. Neige Tod- 
hunter, Ph.D., president, American Dietetic Associa- 
tion, and by medical nutritionists, home economists, 
and educators. The sessions will be held at the H. J. 
Heinz Company Auditorium. Guests will tour the 
laboratories of the new Research Center. 


Philadelphia 

Symposium of Tuberculosis.—A three-day Interna- 
tional Symposium on the Status of Tuberculosis as 
a Public Danger will be held in Philadelphia Nov. 
20-22, at the Bellevue-Stratford Hotel, Philadelphia, 
under the auspices of Deborah Tuberculosis Sana- 
torium and Hospital of Browns Mills, N. J. Chair- 
man of the Deborah Symposium Planning 
Committee is Dr. George N. J. Sommer Jr., of 
Trenton, N. J., and member of Deborah’s medical 
board. Dr. Sommer said that topics to be discussed 
include epidemiology, mortality and morbidity 
changes, case findings programs, bacteriological as- 
pects, prophylaxis including the status of BCG and 
Isoniazid prophylaxis, surgical aspects of tuberculo- 
sis treatment, chemotherapy of tuberculosis, drug 
resistance, the open negative case and its various 
implications of public health management. Deborah 
Tuberculosis Sanatorium, a free and nonsectarian 
institution, founded 36 years ago, has embarked on 
an expansion program in the role of a specializing 
hospital at the frontier of cardiac and pulmonary 
surgery. 


SOUTH DAKOTA 


Election of Medical Examiners.—The South Dakota 
State Board of Medical and Osteopathic Examiners 
met in August in Rapid City and elected to the 
presidency for the fiscal year Donald L. Kegaries, 
M.D., Rapid City; vice-president, Robert A. 
Buchanan, M.D., Huron; secretary-treasurer, Magni 
Davidson, M.D., Brookings. Reelected was execu- 
tive secretary Mr. John C. Foster, 300 First National 
Bank Building, Sioux Falls, $. D. Other members of 
the Board include Chester B. McVay, M.D., 
Yankton. 


VIRGINIA 


Dr. Cash Appointed Professor in Pakistan.—Dr. 
James R. Cash, Walter Reed Professor of Pathology, 
University of Virginia Department of Medicine, 
Charlottesville, has been appointed professor of 
pathology at the Basic Medical Science Institute in 
Karachi, Pakistan. The Basic Medical Science Insti- 
tute is a new school founded jointly by the Pakis- 
tani government, the International Co-operation 
Administration of the U. S. State Department, and 
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Indiana University, to train graduates of Pakistani 
medical schools to become faculty members of their 
medical schools. Dr. Cash’s appointment in Pakistan 
is for two years, after which he plans to resume his 
affiliation with the department of pathology at the 
medical school. 


Annual State Meeting in Richmond.—The 111th 

meeting of the Medical Society of Virginia will be 

held at the Jefferson Hotel, Richmond, Oct. 12-14. 

The presidential address will be given by Dr. Harry 

C. Bates Jr., Arlington, at the opening session. The 

program includes the following papers by guest 

speakers: 

Present Status of Drugs in Hypertension, Dr. Edward S. 
Orgain, Durham, N. C. 

Oral Hypoglycemic Drugs, Dr. John J. Canary, Washington, 


Genetic Counseling, Dr. Victor C. Vaughan, II, Augusta, Ga. 
Neurotic Problems in the Aged, Dr. Ewald W. Busse, Dur- 
ham, N. C. 


Specialty meetings, alumni meetings and banquets, 
technical exhibits, and a ladies’ program are planned. 
Entertainment includes the banquet Oct. 14, 7 p. m., 
featuring the installation of Dr. Walter P. Adams, 
as president. For information write Mr. R. I. How- 
ard, executive secretary, Medical Society of Vir- 
ginia, 1105 W. Franklin St., Richmond 20, Va. 


WASHINGTON 

Dr. Kegel Goes to Iran.—Dr. Richard F. C. Kegel, 
of Aberdeen, has accepted the post of visiting radi- 
ologist to the Shiraz Medical Center, Shiraz, Iran, 
for two years. Dr. Kegel has been in the Near East 
previously as head of the department of radiology 
at The American University of Beirut, Lebanon. 
After his term as visiting radiologist, he will return 
to his practice in Aberdeen. 


Annual Symposium on Heart Disease.—The 10th 
annual Symposium on Heart Disease, sponsored by 
the Washington State Heart Association in cooper- 
ation with the Washington State Department of 

Health, will be presented Oct. 17-18 at the Univer- 

sity of Washington Health Sciences Building, 

Seattle, with the theme, “Congestive Heart Failure 

and Hypertension.” Speakers and subjects are: 

(1) Concept of Essential Hypertension; (2) Starling’s Con- 
cepts of Heart Failure in Man, Sir George White Pickering, 
Oxford, England. 

(1) Hemodynamic Effects of Exercise; (2) Response of 
Hypertensive Patients to Physical Exercise, Dr. Carleton 
B. Chapman, Dallas. 

(1) Clinical-Physiological Correlations of Congestive Heart 
Failure; (2) Cardiac Output and Congestive Heart Failure, 
Dr. Lewis Dexter, Boston. 

(1) Treatment of Congestive Failure; (2) Natural History 
of Hypertensive Disease in Man and Hypertension in 
Giraffes, Dr. James V. Warren, Durham, N. C. 


There will be no registration fee. The symposium 
is approved for category I credit by the American 
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Academy of General Practice. For information write 
the Washington State Heart Association, 3121 Ar- 
cade Building, Seattle 1, Wash. 


WISCONSIN 

Dr. Bellis Honored.—Dr. Glenford L. Bellis, the 
only surviving member of the group of 22 men and 
women who founded the Wisconsin Anti-Tubercu- 
losis Association 50 years ago, was the first recipient 
of the association’s new “award for distinguished 
service.” The award will be made from time to time 
for “distinguished service to tuberculosis control in 
Wisconsin.” 


GENERAL 

Annual Public Health Meeting.—The American 
Public Health Association announces that its 86th 
annual meeting will be held in St. Louis Oct. 27-31. 
Scientific sessions will be held in Kiel Auditorium, 
where scientific and technical exhibits will be on 
view. More than 40 related organizations are 
scheduling sessions during the same week. High- 
lights will include presentation of the annual 
Ablert Lasker awards of the association and the 
Sedgwick Memorial Medal. For further information 
write Dr. Berwyn F. Mattison, 1790 Broadway, 
New York 19, Executive Secretary. 


Fellowship in Medical Neoplasia.—Memorial Cen- 
ter, a training center affiliated with Cornell Univer- 
sity Medical College, New York City, which 
specializes in cancer and allied diseases, offers 
fellowships to a limited number of graduate physi- 
cians. Candidates must be graduates of recog- 
nized A. M. A. approved medical schools and 
must have completed or be in process of completing 
two years of postgraduate training in internal 
medicine in addition to one year of internship. They 
“must be of the highest integrity and moral char- 
acter” and have an expressed interest, both aca- 
demic and clinical, in the study of malignant 
neoplastic diseases. The salary stipend is $6,000 
per annum without maintenance. Appointment is 
for one year normaly beginning July first, renew- 
able for one or two years for select individuals. 
Applicants should apply in writing to: Dr. Lloyd F. 
Craver, Chief, Medical Neoplasia Service, Memorial 
Center for Cancer and Allied Diseases, 444 E. 68th 
St., New York 21. 


Applications for Grant in Hematology Research.— 
The Hematology Research Foundation invites appli- 
cations for a grant-in-aid for Hematologic Research 
for a period of one year. Applications must be sub- 
mitted no later than Nov. 10 to Hematology Re- 
search Foundation, 64 W. Randolph St., Chicago 1; 
nine copies are requested. Application forms for 
the grants are available on request. Awards will be 
announced in January, 1959, by the medical ad- 
visory board which will choose the applicants on 
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the basis of the proposed research project. The 
Hematology Research Foundation, a nonprofit 
organization, provides funds for the research of 
leukemia, Hodgkins and other blood diseases. 


Neuropsychiatrists Convene in Columbus, Ohio.— 
The 34th annual convention of the Central Neuro- 
psychiatric Association will be held Oct. 17-18, 
with headquarters at the Deshler—Hilton Hotel, 
Columbus, Ohio. The presidential address will be 
given the afternoon of Oct. 17 by Dr. Edward G. 
Billings, Denver. Fourteen papers are scheduled, 
and Drs. Hilda R. Knobloch and Benjamin Pasa- 
manick will present movies with their talk on 
“Behavior and Development in an Infant Gorilla.” 
Presiding at the scientific sessions will be Drs. Mar- 
tin H. Hoffmann, Detroit, and Hamilton F. Ford, 
Galveston, Texas. The annual banquet is planned 
for Oct. 17, 6:30 p. m. A ladies’ program is ar- 
ranged. For information write Dr. Ralph M. Patter- 
son, Secretary-Treasurer, Central Neuropsychiatric 
Association, The Columbus Psychiatric Institute, 
University Health Center, Columbus 10, Ohio. 


Conference on Tuberculosis in Dayton.—The Mis- 
sissippi Valley Conference on Tuberculosis will be 
held Oct. 15-18 at the Biltmore Hotel, Dayton, Ohio. 

The keynote address will be given by Frank J. 

Lausche, senator from Ohio. A session on “Radi- 

ation Facts and Fiction” will be moderated by 

Dr. Fred J. Hodges, Ann Arbor, Mich. The follow- 

ing panel discussions and moderators are sched- 

uled: 

The '59-ers, Pioneers in Respiratory Diseases, Mr. J. Irvin 
Nichols, executive director, Michigan Tuberculosis Asso- 
ciation, Lansing. 

The Independent Agency Fortress of Freedom, Mr. John E. 
Egdorf, executive director, Tuberculosis Institute of Chi- 
cago and Cook County. 

This is My Problem, Mr. George J. Kienzle, director, School 
of Journalism, Ohio State University, Columbus. 


The Mississippi Valley Trudeau Society will meet 
Oct. 17 with Drs. William M. Spear, Oakdale, lowa, 
and Harold G. Curtis, Cleveland, presiding at the 
two sessions. Two panel discussions “Atypical 
(Anonymous ) Mycobacteria” and “Inoperable Pul- 
monary Neoplasm,” will be moderated by Drs. 
Dieter Koch-Weser, Cleveland, and Virgil A. Ples- 
singer, Cincinnati, respectively. 


Physicians Meeting in Louisville—The Kentucky- 
Tennessee regional meeting of the American Col- 
lege of Physicians will be held Oct. 18 at the Brown 
Hotel, Louisville, Ky. The program lists the fol- 
lowing: 

Diagnosis and Treatment of Mucous Membrane Lesions, Dr. 

Adolph B. Loveman, Louisville. 
Comparison of Chest X-Ray Changes and Pulmonary Func- 


tion in Chronic Lung Disease, Drs. William H. Anderson, 
Edsel S. Reed, and Paul O. Wells, Harlan, Ky. 
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Idiopathic Retroperitoneal Fibrosis and Factor VII Defi- 
ciency, Drs. Bernard I. Popham, and Thomas D. Steven- 
son, Louisville. 

Death from Acute Renal Failure—Analysis and Critique, Dr. 
Walter K. Hoffman Jr., Memphis, Tenn. 

The Electrocardiogram in Chronic Cor Pulmonale, Dr. 
Thomas N. Stern, Memphis. 

New Cause of Pseudo Heart Disease, Dr. Maurice S. Rawl- 
ings, Chattanooga, Tenn. 

Idiopathic Thrombocytopenic Purpura, Drs. Ellis A. Fuller, 
Louisville, Maxwell M. Wintrobe and George E. Cart- 
wright, Salt Lake City. 

Erythrocyte Acetycholinesterase in Paroxysmal Nocturnal 
Hemoglobinuria, Dr. Robert C. Hartmann and Joseph V. 
Auditore, Ph.D., Nashville. 


Speaker at the banquet (7 p. m.) will be Dr. Charles 
A. Doan, Columbus, Ohio, first vice-president of the 
college. All medical residents in the area are cor- 
dially invited. 


Anesthesiologists Meeting in Pittsburgh.—_The Amer- 
ican Society of Anesthesiologists will meet Oct. 18- 
24 in the Penn-Sheraton Hotel, Pittsburgh. Panel 
discussions planned for Oct. 22 are as follows: Ex- 
change of Water and Electrolytes During the Oper- 
ative Period; Resuscitation: Pneumatic, Electronic, 
and Expired Air; Morbidity and Mortality in the 
Operating Room: Where Lies the Responsibility; 
The Monitoring of Vital Functions During Anes- 
thesia. Papers by Canadian speakers will include 
“A Technique for Measuring Concentrations of 
Fluothane During Closed Circuit Anesthesia with 
an Infra-Red Analyser,” by Drs. Deirdre M. Gillies, 
James G. Robson, William G. Cullen, and Harold R. 
Griffith, Montreal, and “Acid-Base Homeostasis 
During Fluothane Anesthesia,” by Dr. Allen B. 
Dobkin, Saskatoon, Saskatchewan. Luncheon panel 
discussions will feature Brig. Gen. Donald D. Flick- 
inger, M.C., U. S. A. F., Washington, D. C., speak- 
ing on “Biomedical Aspects of Space Flight,” and 
Dr. George T. Pack, New York City, presenting 
“The Influence of Disease on History.” Motion pic- 
ture sessions and scientific and technical exhibits 
are planned. Sixty-seven round-table luncheons will 
be held Oct. 21. For information write the Ameri- 
can Society of Anesthesiology, 802 Ashland Ave., 
Wilmette, IIL. 


Regional Physicians Meeting in Hot Springs.—The 

American College of Physicians Arkansas~Oklahoma 

Regional Meeting will be held Oct. 18 at the Arling- 

ton Hotel, Hot Springs, Ark. Dr. Bert F. Keltz, 

Governor for Oklahoma, will preside at the opening 

session at which Dr. John N. Compton, Governor 

for Arkansas, will present an address. Papers includ- 
ing invited authors are: 

The Erythropoetic Factor, Drs. Walter H. Whitcomb and 
James F. Hammarsten, Oklahoma City. 

Activation of the Free Wall of the Right Ventricle in Right 
Bundle Branch Block, Drs. Loyal L. Conrad and T. Edward 
Caddy, Oklahoma City. 

Milk Alkali Syndrome, Dr. Malcolm W. Davis, North Little 
Rock, Ark. 
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Lipid Metabolism in Diabetes, Dr. Allen R. Hennes, Okla- 
homa City. 

Dangers of the Roentgen Ray, Dr. Joseph A. Norton, Little 
Rock, Ark. 

Spotted Fever in Oklahoma: A Clinical and Epidemiological 
Study, Drs. Harold G. Muchmore and Walter A. Camp, 
Oklahoma City. 

Production of Experimental Gastritis by a Preparation of 
Human Gastric Juice, Drs. Stewart G. Wolf Jr., William O. 
Smith, Walter Joel, and Merlin K. Duval, Oklahoma City. 


A panel on “Hepatitis” is planned for 4 p. m., 
moderated by Dr. Richard V. Ebert, Little Rock. 
At the evening session banquet, with Dr. Compton 
as toastmaster, guest speaker will be Dr. Dwight L. 
Wilbur, San Francisco, president of the college. 


EXAMINATIONS 
AND 
LICENSURE 


MEDICAL SPECIALTY BOARDS 


AMERICAN BOARD OF ANESTHESIOLOGY: Oral Examination. 
San Francisco, Sept. 29-Oct. 3, and Phoenix, April 5-10, 
1959. The 1959 written examination will be given in 
various locations in the United States and Canada, July 17. 
The final date for filing application for the 1959 written 
examination is six months prior to the examination. There 
is no filing deadline for oral examinations. Sec., Dr. Curtiss 
B. Hickcox, 217 Farmington Ave., Hartford 8, Conn. 


AMERICAN BoarD OF DERMATOLOGY: Written. Several Cities, 
June 30. Oral. Detroit, Oct. 17-19. Final date for filing 
all applications is April 1. Sec., Dr. Beatrice Mal-er Kesten, 
One Haven Ave., New York 32. 


AMERICAN BOARD OF INTERNAL MEDICINE: Written. Oct. 20, 
1958. Oral. Chicago, Oct. 13-16. 1959 Schedule—Written, 
Oct. 19. Final date for filing application is May 1. Oral. 
For candidates in the South and Southwest, New Orleans, 
Feb. 3-6. Final date for filing application is Jan. 1. Oral. 
For candidates in the Midwest. Chicago, April 15-18. 
Final date for filing application is Jan. 1. Oral. For candi- 
dates on the West Coast. Final date for filing application 
is March 1. Oral. For candidates on the East Coast, Nov. 
6-7, 9-10. Final date for filing application is March 1. 
Examination in the Subspecialties. Gastroenterology. 
Philadelphia, April 17-18. Final date for filing application 
is Feb. 1. Sec.-Treas., Dr. William A. Werrell, One West 
Main St., Madison 3, Wis. 


AMERICAN BOARD OF NEUROLOGICAL SURGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 


AMERICAN BoarD oF OssTETRICS AND GyNECOLOGyY: Appli- 
cations for certification, new and reopened, Part I, and 
requests for re-examination Part II, are now being ac- 
cepted. All candidates are urged to make such application 
at the earliest possible date. Deadline date for receipt of 
application was September 1, 1958. No application can be 
accepted after that date. It should be noted by prospec- 
tive candidates that the deadline date in 1959 is August 1. 
Sec., Dr. Robert L. Faulkner, 2105 Adelbert Road, 
Cleveland 6. 


EXAMINATIONS AND LICENSURE 


AMERICAN Boarp OF OPHTHALMOLOGY: Written, qualifying 
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test (Part I), January 1959. Final date for filing applica- 
tion was July 1, 1958. Oral Examinations 1958 (Part II): 
Chicago, Oct. 6-10. Sec., Dr. Merrill J. King, Box 236, 
Cape Cottage Branch, Portland, Maine. 


AMERICAN BoarD OF ORTHOPAEDIC SuRGERY: Part II. Chi- 
cago, Jan. 21-23, 1959. Deadline for receipt of applications 
was Aug. 15. Sec., Dr. Sam W. Banks, 116 South Michigan 
Avenue, Chicago 3. 


AMERICAN BoarD OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 
6-10. Final date for filing application was April 30. Sec., 
Dr. Dean M. Lierle, University Hospitals, lowa City. 


AMERICAN Boarp oF ParHoLocy: Chicago, Oct. 30-Nov. 1. 
Final date for filing application was Sept. 30 Sec., Dr. Ed- 
ward B. Smith, Indiana University Medical Center, 1100 
W. Michigan St., Indianapolis 7. 

AMERICAN Boarp oF Pepiatrics: Oral. Chicago, Oct. 24-26 
and New York, Dec. 5-7. Sec., Dr. John McK. Mitchell, 
6 Cushman Road, Rosemont, Pa. 


AMERICAN Boarv or PLastic Oral and Written. 
Chicago, Oct. 9-11. Final date for receipt of case re- 
ports was July 1. Corresponding Secretary, Mrs. Estelle E. 
Hillerich, 4647 Pershing Ave., St. Louis 8. 


AMERICAN BOARD OF PREVENTIVE Mepicine: Examination in 
Public Health. St. Louis, Oct. 24-26. Final date for filing 
application was Aug. 15. Sec., Dr. Thomas F. Whayne, 
3438 Walnut St., Philadelphia 4. 


AMERICAN BoarD OF PsYCHIATRY AND NEUROLOGY: New 
York City, Dec. 15-16; New Orleans, Mar. 16-17. Training 
eredit for full time psychiatric and/or neurologic assign- 
ment in unapproved military programs or services between 
the dates of Jan. 1, 1950 and Jan. 1, 1954 will be termi- 
nated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 102-110 
Second Ave. S. W., Rochester, Minn. 


AmeriIcAN Boarp or RapioLtocy: Regular Examination. 
Washington, D. C., Dec. 8-11. Final date for filing appli- 
cation was July 1. Special examination in Nuclear Medicine 
for those diplomates in Radiology or Therapeutic Radiol- 
ogy. Washi: gton, D. C., Dec. 6. Final date for filing 
application was Oct. 1. Special Examination, Cincinnati, 
Mar. 16-19, 1959. Final date for filing application is Nov. 
1. Candidates completing training June 30, 1959 are not 
eligible for the Spring 1959 examinations. Sec., Dr. H. 
Dabney Kerr, Kahler Hotel Bldg., Rochester, Minn. 


AMERICAN Boarp or SurcERyY: Written examinations ( Part 
1) will be held at various centers in the United States, 
Canada, Hawaii, Puerto Rico, and certain military centers 
abroad on December 3. The date of the Fall examination 
in Part | has been changed trom the last Wednesday ot 
October as announced in its current Booklet of Informa- 
tion to December 3, 1958. Thereafter, examinations in 
Part | will be held once annually, on the first Wednesday 
of December. The closing date for filing applications will 
be August 1. Part II. Rochester, Minn., Oct. 20-21; Nasn- 
ville, Tenn., Nov. 17-18; New York City, Dec. 15-16; 
Houston, Tex., Jan. 12-13; New Haven, Conn., Feb. 9-10; 
Durham, No. Car., March 9-10; San Francisco, Apm 
13-14; Indianapolis, May 11-12; Columbus, Ohio, May 
14-15. Sec., Dr. John B. Flick, 1617 Pennsylvania Blvd., 
Philadelphia 3. 

Boarp or THoracic Surcery: Various centers throughout 
the United States. Written. Spring of 1959. Final date for 
filing application is December 1. Sec., Dr. Wm. M. Tuttle, 
1151 Taylor Avenue, Detroit 2. 


AMERICAN Boarp oF Urno.ocy: Written Examination. Twen- 
ty-five cities throughout the country, Dec. 5. The oral 
will be given in Chicago in February 1959. Sec., Dr. 
William Niles Wishard, Jr., 30 Westwood Road, 

Minneapolis 26. 
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GOVERNMENT SERVICES 


ATOMIC ENERGY COMMISSION 


Atomic Demonstration Visits High Schools in Every 
State.—Last week, seven panel trucks left the Amer- 
ican Museum of Atomic Energy to begin the fourth 
year of the Atomic Energy Commission's high 
school demonstration program. With each unit is 
a manager—a college graduate trained in nuclear 
energy—and demonstration apparatus including 
animated panels, charts, a geiger counter, and a 
Van de Graff generator. 

This one-day program is designed to give its 
young listeners a glimpse of the present and poten- 
tial uses of atomic energy. First a demonstration- 
lecture is presented at a regular assembly of the 
school’s entire student body; then the exhibits 
manager arranges for experiments and discussions 
for students in their science classes and clubs. A 
small nuclear science library of books suitable for 
secondary school students carried with “This 
Atomic World” is stressed by the manager in his 
discussions. 

Since its beginning in 1955, “This Atomic World” 
has traveled to high schools in every state and the 
District of Columbia to stimulate the interest of 
young people in science and _ science-teaching 


careers. The program is made available without 
charge. The Oak Ridge Institute of Nuclear Studies 
in Tennessee, a nonprofit corporation of 36 southern 
colleges and universities, also administers 24 other 
traveling exhibit units of three major types and 
operates the American Museum of Atomic Energy 
for the Atomic Energy Commission. 


AIR FORCE 


International Symposium on the Physics and Medi- 
cine of the Atmosphere and Space.—The United 
States School of Aviation Medicine has sent out 
invitations for the Second International Symposium 
on the Physics and Medicine of the Atmosphere 
and Space to be held Nov. 10-12 at the Hilton 
Hotel in San Antonio, Texas. The general subjects 
of the sessions are environment, planets, vehicles, 
rescue in space, medical problems, and medical 
problems of time. Southwest Research Institute, 
8500 Culebra Rd., San Antonio, is in charge of the 
arrangements. 

The keynote speech on Monday morning will be 
delivered by the commandant of the School of 
Aviation Medicine, Major Gen. Otis O. Benson Jr., 
on “Common Platform of Physics and Medicine in 
the Advance of the Vertical Frontier.” Among other 
speakers and chairmen of the sessions will be the 
following: 


797 


Alan T. Waterman, National Science Foundation 

Hugh L. Dryden, director, National Advisory Committee for 
Aeronautics 

Marcel Nicolet, head, department of radiation, Meteorologi- 
cal Institute of Belgium 

Lieut. Gen. Walter E. Todd, Maxwell Air Force Base, Ala- 
bama 

Hubertus Strughold, professor of space medicine, U. S. 
School of Aviation Medicine 

Jakob Eugster, University of Zurich, Switzerland 

Detlev W. Bronk, Rockefeller Institute of Medical Research, 
Rochester, N. Y. 

Major Gen. Bernard A. Schriever, U. S. Air Force 

L. R. Shepherd, president, British Interplanetary Society, 
London 

Wernher von Braun, Army Ballistic Missile Agency, Alabama 

Major Gen. Dan C. Ogle, surgeon general, U. S. Air Force 

Capt. Langdon Newman, commandant, U. S. Naval School 
of Aviation Medicine, Pensacola, Fla. 

Alberto Hurtado, director, Institute of Andean Biology, 
Lima, Peru 

Siegfried J. Gerathewohl, associate professor of Psychology, 
U. S. Air Force School of Aviation Medicine 

William R. Lovelace II, Lovelace Foundation, Albuquerque, 
N. Mex. 

E. J. Baldes, Mayo Clinic, Rochester, Minn. 

Walter O. Roberts, professor of astronomy, University of 
Colorado, Boulder 

Heinz Haber, University of California, Los Angeles. 


Held at the close of the geophysical year, this 
symposium affords an opportunity for the inter- 
national exchange of information on subjects related 
to the exploration of space. Attendance is restricted 
(500) to those directly concerned in the physics 
and medicine of space. The proceedings will be 
published in book form. 


Personal.—Brig. Gen. Earl Maxwell, M. C., retired 
Sept. 1, after 30 years’ active service. General Max- 
well is rated as Chief Flight Surgeon. He is board 
certified in Ophthalmology and in aviation medi- 
cine. After retirement, he will be affiliated with 
Alcon Laboratories, Fort Worth, Texas. 


ARMY 


Personal.—Col. Clark B. Williams, M.C., formerly 
Advisor to the U. S. Military Assistance Advisory 
Group to the Nationalist Government of China on 
Taiwan, has been named Executive Officer at 
Brooke Army Medical Center, San Antonio, Texas. 
——Brig. Gen. Carl W. Tempel, M. C., joined 
the office of the surgeon general in Washington, 
D. C., on Sept. 1, as chief of the professional divi- 
sion, succeeding Brig. Gen. Sam F. Seeley, who 
retired from the Army after more than 31 years’ 
service. Dr. Tempel will be responsible for the pro- 
fessional activities of the Army medical service in 
all general and specialty fields of medical practice. 
He is certified by the American Board of Internal 
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Medicine and in the Sub-specialty Board for Pul- 
monary Disease.——Major Gen. Paul I. Robinson, 
executive director, Office for Dependents’ Medical 
Care, Army Surgeon General’s Office, became Co- 
ordinator of Medical Relations for the Metropolitan 
Life Insurance Company on his retirement on Aug. 
31. He was succeeded by his assistant, Col. Floyd 
L. Wergeland. General Robinson had been execu- 
tive director of the “medicare” program since it was 
established in December, 1956. 


NAVY 


Personal.—Capts. Allan S. Chrisman, Calvin B. Gal- 
loway, and Frank P. Kreuz Jr., have been made 
temporary rear admirals. Captain Chrisman is com- 
manding officer, U. S$. Naval Hospital, San Diego, 
Calif.; Captain Galloway is commanding officer of 
the U. S. Naval Medical School, National Naval 
Medical Center, Bethesda, Md.; and Captain Kreuz 
is commanding officer of the U. S. Naval Hospital, 
National Naval Medical Center. 

The following medical officers, all captains, were 
retired on Aug. 1, 1958: Robert B. Johnson, Bishop 
L. Malpass, Donald’ W. Miller, James R. Reid, 
Robert B. Simons, Edward F. Slosek, Robert B. 
Shepardson, and Morris M. Rubin. 


PUBLIC HEALTH SERVICE 


Grants for Training Health Workers.—Grants and 
awards totaling almost two million dollars for the 
training of public health specialists were announced, 
on Sept. 8, by the Public Health Service. A total of 
$1,003,410 was awarded to 231 persons, including 
physicians, engineers, health educators, laboratory 
workers, dentists, and members of other health pro- 
fessions. These persons will enter colleges and uni- 
versities throughout the United States this fall for 
a year of training in public health aspects of their 
professions. Grants totaling $981,617 also were 
made to 47 colleges and universities offering courses 
which prepare registered nurses for beginning posi- 
tions in public health nursing and to 11 schools of 
public health for training of students whom the 
schools select. 

This is the third year that public health training 
funds have been available from the federal govern- 
ment. During the first two years of the program, 
traineeship grants and awards have financed the 
training of over 1,000 public health workers. The 
purpose of the program is to relieve the acute per- 
sonnel shortage in state and local health agencies. 


Influenza Vaccination.—The Public Health Service 
has recommended consideration of influenza vac- 
cination among groups wishing to guard against 
absenteeism in their professions or occupations and 
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among those to whom the disease might be an 
added health risk. There are now ample supplies of 
influenza vaccine of the polyvalent type, containing 
immunizing material against the important strains 
of influenza, including the Asian strain. Vaccination 
should be planned before the fall season begins. 
According to Dr. Leroy E. Burney, surgeon general 
of the Public Health Service, there is no indication 
at present that widespread attacks of influenza will 
occur this fall and winter, but there undoubtedly 
will be some influenza, and vaccination is a prudent 
measure for certain groups and individuals. 
Practicing physicians should be the judges of 
whether or not to vaccinate individuals. Groups 
which should be considered for vaccination 
include hospital staffs whose services are neces- 
sary to the care of the sick; groups living in close 
proximity where influenza could spread rapidly, 
such as institutions; industrial or service groups, 
big or small, in occupations where the sudden 
absence of a sizable part of the force would create 
serious disruption of the work; and individual 
patients or groups who have a special risk, such as 
the aged, the chronically ill, and pregnant women. 


MISCELLANEOUS 


The Virchow Centennial Lectures.—The Armed 
Forces Institute of Pathology (AFIP) in Washing- 
ton, D. C., is celebrating, throughout the year 1958, 
the centennial of the publication of Rudolph 
Virchow’s “Cellular Pathology,” in which Virchow 
first proclaimed a unified concept of cells as self- 
reproducing biological entities. The celebration 
program started on March 3, with the first of a 
series of five daily lectures presented at the insti- 
tute at 11 a. m., to which the scientific public in the 
Washington area were invited as they have been 
to all of the lectures in this series. The schedule of 
lectures for the rest of the year is as follows: On 
Oct. 15, Histochemistry and Cellular Pathology, 
will be presented by R. D. Lillie, M.D., chief, Clini- 
cal Laboratory of Pathology and Histochemistry 
National Institute for Arthritis and Metabolic Dis- 
eases, National Institutes of Health, Bethesda, Md.; 
Nov. 12, The Cellular Doctrine in the Framework of 
Medical Science, by Alfred Plaut, M.D., cardiovas- 
cular section, AFIP; Nov. 19, Tumors and Cellular 
Pathology, by Jacob Furth, M.D., Associate Direc- 
tor of Research, Childrens Cancer Research Foun- 
dation, Harvard Medical School, Boston; Dec. 3, 
The Contributions of Studies on Deficiency States 
to Cellular Pathclogy, by R. H. Follis Jr., M.D., 
chief, nutritional section, AFIP; and Dec. 17, Genet- 
ics and Cellular Pathology, by K. M. Brinkhous, 
M.D., professor of pathology, University of North 
Carolina School of Medicine, Chapel Hill, N. C. 
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DEATHS 


Forrer, Daniel Atwell ® Griffin, Ga.; University 
College of Medicine, Richmond, 1901; died Aug. 
13, aged 86. 


Fortelka, Frank Louis ® Riverside, Ill.; Chicago 
College of Medicine and Surgery, 1917; veteran of 
World War I; served on the staff of St. Anthony's 
Hospital in Chicago; died in the Veterans Admin- 
istration Hospital in Hines Aug. 17, aged 64, of 
Parkinson’s disease. 


Fracasse, John ® San Diego, Calif.; Georgetown 
University School of Medicine, Washington, D. C.., 
1935; certified by the National Board of Medical 
Examiners; veteran of World War II; died Aug. 5, 
aged 50. 


Godschall, Alice Bush, Embreeville, Pa.; Woman's 
Medical College of Pennsylvania, Philadelphia, 
1928; member of the American Academy of Gen- 
eral Practice; on the staff of the Embreeville State 
Hospital; died in the Chester County Hospital, 
West Chester, July 29, aged 61. 


Graham, Joseph Brown, Birmingham, Ala.; Uni- 
versity of Virginia Department of Medicine, Char- 
lottesville, 1928; member of the Medical Associa- 
tion of the State of Alabama; died in the South 
Highlands Infirmary, Aug. 8, aged 56, of acute 
pulmonary edema and arteriosclerotic heart dis- 
ease. 


Gray, George Morris, Denver; University of Kansas 
School of Medicine, Kansas City, 1952; interned at 
the Presbyterian Hospital in Denver, where he 
served a residency; served a residency at St. Luke’s 
Hospital; resident in pathology at the Children’s 
Hospital; found dead in his car Aug. 3, aged 34, 
of an overdose of sleeping pills. 


Helmholz, Henry Frederic @ Rochester, Minn., 
head of the section of pediatrics at the Mayo Clinic 
from 1921 to 1946, died in the Methodist Worral 
Hospital Aug. 19, aged 75, of pulmonary edema and 
coronary atherosclerosis. Born in Chicago, Dr. 
Helmholz received a bachelor of science degree 
from the University of Wisconsin, Madison, in 
1902, and that of doctor of medicine in 1906 from 
Johns Hopkins University, Baltimore, where he also 
served as a fellow in pathology. From 1907 to 1909 
he did graduate work in medicine at the University 
of Berlin, University of Breslau, and the University 
of Vienna, returning to Chicago to enter the prac- 
tice of pediatrics. He was assistant professor of 
pediatrics at Rush Medical College, Chicago, from 


@ Indicates Member of the American Medical Association. 


1910 to 1920, medical director of the Infant Wel- 
fare Society of that city for the same period, and 
a member of the Otho S.A. Sprague Memorial 
Institute for Medical Research from 1912 to 1920. 
During World War I, Dr. Helmholz served as a 
consultant in pharmacology to the War Depart- 
ment. On Jan. 1, 1921, he became chief of the sec- 
tion of pediatrics in the Mayo Clinic. He became a 
senior consultant at the Clinic on July 1, 1946, and 
reached emeritus status in 1949. He also served as 
professor of pediatrics in the Mayo Foundation, 
Graduate School, University of Minnesota, from 
1921 to his retirement in 1949. In October, 1951, 
foundation alumni who were fellows in pediatrics 
honored him at a dinner. At this time an etching of 
Dr. Helmholz was presented to the section of 
pediatrics and copies of the etching given to each 
guest. Dr. Helmholz was associated with St. Mary’s, 
Colonial, and Worral hospitals. He was the moving 
spirit in the establishment of the Rochester Child 
Health Project which attracted public health and 
social workers throughout the Western Hemisphere 
and many representatives of health, and allied 
organizations from abroad to become acquainted 
with activities in the field of “social” pediatrics. He 
was a specialist certified by the American Board of 
Pediatrics and served as its vice-president when it 
was organized in 1934. In 1935 he was appointed 
a member of an advisory board of experts for the 
Laboratory for Child Research established by the 
Loyal Order of Moose in Mooseheart, Ill. He was 
chief medical consultant for the United Nations 
International Children’s Emergency Fund in Eu- 
rope in 1947-1948, a post which took him into many 
countries. In 1940, he served as vice-chairman of 
the White House Conference on Children and 
Youth in a Democracy, as chief consultant to the 
Mid-Century White House Conference in 1950, 
and as chairman of the subcommittee on child 
health of the advisory committee of the U. S. Chil- 
dren’s Bureau. He was past-president of the Fifth 
International Congress of Pediatrics, of the Ameri- 
can Pediatrics Society, and of the American Acad- 
emy of Pediatrics, and an honorary member of 
many national pediatric societies in Europe and 
Central and South America. Dr. Helmholz was 
chairman of the Section on Diseases of Children of 
the American Medical Association in 1923-1924: an 
associate member of the American Urological Asso- 
ciation; a member of the Northwest Pediatric So- 
ciety, the American Society of Pharmacology and 
Experimental Therapeutics, American Physiological 
Society, the American Association of Bacteriolog- 
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ists and Pathologists, the Society for Research in 
Child Development, the National Research Coun- 
cil, the American Child Health Association, the 
Alumni Association of the Mayo Foundation, the 
Society of the Sigma Xi, Phi Beta Kappa, the Alpha 
Omega Alpha medical honor society, and the Chi 
Psi academic fraternity. He was also a member of 
the executive council of the Governor's Committee 
on Children and Youth of the State of Minnesota, 
state chairman of the Exceptional Child of the 
Minnesota Parent Teacher Association, and a mem- 
ber of the Minnesota Council for the Gifted Child. 
In 1947 he received the National Order of Merit of 
Carlos J. Finlay, in the grade of comendador, or 
knight commander, from the Republic of Cuba. In 
1951 he was elected first president of the Olmsted 
County Community Council. In 1952 he was named 
chairman of the committee on health of the Na- 
tional Congress of Parents and Teachers, and in 
1954 he became a member of the executive com- 
mittee of that organization. In the latter year, he 
was elected vice-president of the Minnesota Con- 
gress of Parents and Teachers. In 1957 he was made 
a member of the Fifty-Year Club of the Minnesota 
State Medical Association, and in 1958 he was 
appointed chairman of the Minnesota State plan- 
ning committee for the 1960 White House Con- 
ference on Children and Youth. In 1943 he was 
awarded the honorary degree of doctor of science 
by the University of Wisconsin in Madison, and 
from 1917 to 1922 he was editor-in-chief of the 
American Journal of Diseases of Children, serving 
as associate editor after 1926. 


Hoermann, Rudolph Bernhard, Milwaukee; Chi- 
cago Homeopathic Medical College, 1899; Univer- 
sity of Michigan Department of Medicine and 
Surgery, Ann Arbor, 1897; on the staff of St. 
Joseph’s Hospital; died Aug. 4, aged 85, of heart 


disease. 


Holland, Harry Albert, Mantoloking, N. J.; Uni- 
versity of Pennsylvania School of Medicine, Phila- 
delphia, 1917; an associate member of the Amer- 
ican Medical Association; member of the Medical 
Society of the State of Pennsylvania; fellow of the 
American College of Physicians; served on the 
staffs of the Chestnut Hill Hospital in Philadelphia 
and the Point Pleasant Hospital in Point Pleasant, 
where he died Aug. 9, aged 65, of coronary disease. 


Irvin, James, Santa Barbara, Calif.; Medical Col- 
lege of Ohio, Cincinnati, 1909; died July 15, aged 
77, following an operation on the gallbladder. 


Joelson, Morris Samuel ® Paterson, N. J.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1906; consultant in obstetrics at 
Barnert Memorial Hospital; died in Deal Aug. 20, 
aged 74, of cancer. 
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Jones, Donald Jack ® Sacramento, Calif.; Hahne- 
mann Medical College and Hospital of Phila- 
delphia, 1936; veteran of World War II; died in the 
Lakeside Hospital in Cleveland Aug. 7, aged 48, 
of coronary heart disease. 


Knight, Durell Keeling, Kansas City, Kan.; Uni- 
versity of Kansas School of Medicine, Kansas City, 
1924; member of the Kansas Medical Society; vet- 
eran of World Wars I and II; on the staff of Bethany 
Hospital and St. Margaret’s Hospital, where he 
died Aug. 4, aged 63, of coronary insufficiency. 


Lo Popolo, Vincent Charles ® Cross City, Fla.; 
College of Physicians and Surgeons, Boston, 1947; 
died Aug. 2, aged 43. 


Luhr, Alfred Francis, Buffalo; Jefferson Medical 
College of Philadelphia, 1905; specialist certified 
by the American Board of Ophthalmology; an as- 
sociate member of the American Medical Asso- 
ciation; member of the American Academy of 
Ophthalmology and Otolaryngology and the As- 
sociation for Research in Ophthalmology; associ- 
ated with Mercy, Buffalo General, and Sisters of 
Charity hospitals; died in St. Marys, Pa., Aug. 4, 
aged 78. 


McMillan, Walter Ree, Dallas, Texas; Meharry 
Medical College, Nashville, Tenn., 1909; died Aug. 
5, aged 84. 


Mahon, George Dixon ® Dallas, Texas; Vanderbilt 
University School of Medicine, Nashville, Tenn., 
1913; member of the founders group of the Amer- 
ican Board of Surgery; member of the Southern 
Surgical Association; fellow of the American Col- 
lege of Surgeons; served on the staffs of the Baylor 
University Hospital and Medical Arts Hospital; at 
one time on the staff of the Mayo Foundation in 
Rochester, Minn.; founder of the Dallas-Garland 
Airport; died Aug. 4, aged 65, of the Adams- 
Stokes syndrome. 


Mayfield, George Franklin, Austin, Texas; St. Louis 
College of Physicians and Surgeons, 1906; died 
Aug. 4, aged 75, of cerebral hemorrhage. 


Mayfield, Hugh F., Huttig, Ark.; Gate City Medical 
College, Texarkana, Ark., 1906; member of the 
Arkansas Medical Society; died July 30, aged 78, 
of ruptured aortic aneurysm. 


Meek, Charles Roscoe ® Lorain, Ohio; Starling- 
Ohio Medical College, Columbus, 1913; member of 
the American Academy of General Practice; at one 
time supervisor of the public schools of Lorain; 
served as medical examiner and surgeon for the 
National Tube Division, Lorain Works; formerly 
health commissioner of Lorain; past-president of 
the staff of St. Joseph’s Hospital; died Aug. 2, 
aged 71. 
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Milloy, Frank Joseph ® Phoenix, Ariz.; Northwest- 
ern University Medical School, Chicago, 1920; 
fellow of the American College of Physicians; 
specialist certified by the American Board of In- 
ternal Medicine; formerly secretary of the Arizona 
State Medical Association; charter member of Blue 
Cross and Blue Shield; chief of staff, St. Joseph’s 
Hospital; affiliated with all the local hospitals; 
served as editor of Arizona Medicine; died Aug. 4, 
aged 64, of pulmonary lung tumor with pneu- 
monitis. 


Noble, Guy Eugene ® St. Marys, Ohio; Starling 
Medical College, Columbus, 1905; served as coun- 
cilor of the Third District of the Ohio State Med- 
ical Association; chairman of the board of gov- 
ernors and chief of staff, Joint Township District 
Hospital; member of the staff, St. Rita’s and Me- 
morial hospitals in Lima; served as health officer; 
died Aug. 4, aged 77, of congestive heart failure. 


Noon, Russell Alleyne, Johnstown, Pa.; University 
of Pennsylvania School of Medicine, Philadelphia, 
1924; chief on the medical service, Conemaugh 
Valley Memorial Hospital; associated with the 
Johnstown Memorial Hospital, where he died Aug. 
4, aged 59, of arteriolar nephrosclerosis and hyper- 
tension. 


Novello, Joseph Albert ® Elizabeth, N. J.; George- 
town University School of Medicine, Washington, 
D. C., 1932; member of the Industrial Medical As- 
sociation; veteran of World War II; formerly mem- 
ber of the city board of education, affiliated with 
Alexian Brothers, Elizabeth General, and St. Eliza- 
beth’s hospitals; died in Millington Aug. 6, aged 52, 
of cancer of the intestine. 


Phipps, George Wilson ® Caruthersville, Mo.; Hos- 
pital College of Medicine, Louisville, 1902; veteran 
of World War I; died Aug. 5, aged 78. 


Sawyer, John Brewster @ El] Cerrito, Calif.; St. 
Louis University School of Medicine, 1943; mem- 
ber of the American Academy of General Practice; 
veteran of World War II; on the staffs of the Alta 
Bates and Herrick Memorial hospitals in Berkeley; 
died Aug. 5, aged 43, as the result of a mid-air 
glider collision. 


Sears, Henry Clark, Binghamton, N. Y.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1906; an associate member of the 
American Medical Association; served as chief 
medical inspector for the Binghamton school sys- 
tem; formerly on the staff of the Binghamton City 
Hospital; died Aug. 5, aged 77, of cerebral hemor- 
rhage. 


Sellards, Joseph Walter ® Clarinda, Iowa; Drake 
University Medical Department, Des Moines, 1901; 
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veteran of World War I; on the staff of the Clarinda 
Municipal Hospital, where he died Aug. 3, aged 
83, of bronchopneumonia and uremia. 


Sparks, Samuel M. @ New Kensington, Pa.; Jeffer- 
son Medical College of Philadelphia, 1927; mem- 
ber of the Industrial Medical Association; fellow 
of the International College of Surgeons and the 
American College of Surgeons; senior surgeon at 
Citizens General Hospital, where he died Aug. 4, 
aged 58, of sarcoma of the lower spine with meta- 
stasis to the lungs. 


Stack, Robert Anthony Henry ® Lorain, Ohio; Uni- 
versity of Cincinnati College of Medicine, 1920; 
fellow of the American College of Surgeons; vet- 
eran of World War I; member of the board of 
health of Lorain; associated with St. Joseph's Hos- 
pital, where he died Aug. 4, aged 63. 


Stomberg, Carl Winfred ® Seattle; University of 
Minnesota Medical School, Minneapolis, 1925; 
formerly health officer of Everett; drowned Aug. 2, 
aged 56, while water skiing on Lake Stevens. 


Swift, Earle Reed ® Lakeview, Mich.; University 
of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1904; on the staff of the Kelsey Hos- 
pital, where he died Aug. 5, aged 85, of coronary 
thrombosis. 


Thompson, Cleveland ® Waynesboro, Ga.; Uni- 
versity of Georgia Medical Department, Augusta, 
1909; fellow of the American College of Surgeons; 
past-president of the Medical Association of 
Georgia; on the staff of the Burke County Hos- 
pital; died Aug. 5, aged 74. 


Walker, Joseph Edison, Memphis, Tenn.; Meharry 
Medical College, Nashville, Tenn., 1906; chairman 
of the board of Universal Life Insurance Company; 
president of the Tri-State Bank of Memphis; shot 
and killed by an acquaintance July 28, aged 78. 


Wiesenfeld, Paul Cholmar, Perth Amboy, N. J.; 
L. R. C. P., Edinburgh, L. R. C. S., Edinburgh, and 
L. R. F. P. & S., of Glasgow, 1940; member of the 
American Academy of Orthopaedic Surgeons; spe- 
cialist certified by the American Board of Ortho- 
paedic Surgery; on the staffs of the New Jersey 
Orthopaedic Hospital in Orange, South Amboy 
(N. J.) Memorial Hospital, Roosevelt General Hos- 
pital, Metuchen, and Perth Amboy General hos- 
pitals; orthopedic consultant at Somerset Hospital, 
Somerville; died Aug. 9, aged 43, of coronary 
thrombosis. 


Ziegler, William Henry ® Boonville, Mo.; North- 
western University Medical School, Chicago, 1922; 
served as pediatrician for the division of child 
hygiene, state board of health; on the staff of St. 
Joseph Hospital, where he died Aug. 3, aged 66, 
of acute myocardial infarction. 
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FOREIGN LETTERS 


BRAZIL 


Endocervicitis and Sterility.—Dr. J. S. Goes (Anais 
da maternidade de Sado Paulo, August, 1958) ana- 
lyzed the factors modifying the receptivity of the 
cervical mucus to spermatozoa and the interfer- 
ence it offers to the migration of the sperms. He 
pointed out the necessity of maintaining the organic 
and functional integrity of the cervical mucogenic 
glands. This is destroyed by high cervical amputa- 
tions and by conization and electrocoagulation of 
the cervical canal. In the presence of endocervicitis, 
the repeated intracervical application of such anti- 
biotics as oxytetracycline was recommended. 


Mammary Sarcoma.—At the Central Cancer Hos- 
pital in Sao Paulo, 10 mammary sarcomas were ob- 
served in a series of 754 malignancies of the breast. 
Dr. Silva Neto and co-workers (Revista paulista de 
medicina, vol. 52, June, 1958) stated that the mean 
age of the patients was 45.2 years, which is less than 
that for carcinoma of the breast. Discharge from the 
nipple was not observed in any of the patients. The 
chief complaint in all was a lump in the breast. Five 
of the tumors were fixed to the skin, and in two 
there were ulcerations. Four were fibrosarcoma, two 
liposarcoma, two rhabdomyosarcoma, one malignant 
mesenchymoma, and one cystosarcoma phylloides 
with malignant changes. This latter spread out to 
the axillary nodes. Postoperative irradiation was giv- 
en those with lymph-node metastasis. The prognosis 
is better in patients with sarcoma than in those with 
carcinoma of the breast. 


Segmentary Aortic Stenosis.—Dr. Nairo Trench and 
co-workers (Arquivos da Santa Casa de Sao Paulo, 
June, 1958) restricted the term “coarctation” to con- 
genital cases of aortic stenosis. For acquired cases 
they preferred the term “segmentary or circum- 
scribed stenosis.” They observed three patients with 
segmentary aortic stenosis in an atypical location. 
Their symptoms strongly suggested coarctation of 
the aortic isthmus. Two of these patients were op- 
erated on with the latter diagnosis and only at op- 
eration was the atypical location and the acquired 
nature of the stenosis demonstrated. In the first pa- 
tient, a 30-year-old man, the stenosis was localized 
in the abdominal aorta, above the renal arteries. It 
was impossible to verify with certainty the nature of 
the lesion. The second, a 5-year-old girl, was oper- 
ated on with the diagnosis of isthmic coarctation. 
During the operation a segmentary stenosis of the 
diaphragmatic section of the aorta was found. The 
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patient died in cardiac decompensation and at the 
autopsy and histological examination an acquired 
inflammatory process of rheumatic origin was found. 
In the third patient, a 16-year-old girl, the angio- 
cardiographic signs also confirmed the clinical diag- 
nosis of an isthmic coarctation. Operation revealed 
extensive alterations of the thickened aortic arch. 
The aortic pulsations were greatly diminished. It 
was impossible to resolve this situation by surgery. 
The patient died and the autopsy and histological 
findings revealed the rheumatic origin of the steno- 
sis. 


Strongiloidiasis.—The results obtained in the treat- 
ment of 20 patients with strongiloidiasis were re- 
ported by Drs. José Asfora and Maria Maranhao 
(Revista brasileira de medicina, May, 1958). The 
treatment consisted of introducing into the duo- 
denum, by means of a duodenal tube, 60 Gm. of 
Panemax in 250 ml. of distilled water, followed by 
an ampul of hyaluronidase; two or three minutes 
later 40 ml. of a 1% solution of gentian violet was 
given. The Panemax, which contains papain, was 
given to dissolve the excess of duodenal mucus so 
as to permit a more direct action of the gentian 
violet on the worm, and the hyaluronidase was 
given to promote a wider diffusion of the dye, thus 
bringing it into a more intimate contact with the 
worm. Four of the patients vomited after the intro- 
duction of the medicine, but 12 of the remaining 16 
were cured. This is a better rate of cure than has 
been obtained with other methods of treatment. 
Patients who were also suffering from ascariasis 
were also cured of this infestation. This was due to 
the action of the piperazine contained in the 
Panemax. 


Cancer of the Hypopharynx.—Dr. J. F. Barbosa re- 
ported a series of 59 patients with cancer of the 
hypopharynx in the February issue of Revista 
brasileira de cirurgia. About 90% were located in 
the pyriform sinuses. These cancers constituted 
52% of the malignancies of the pharynx and 5.3% 
of those of the upper respiratory system seen. 
Hypopharyngeal and laryngeal cancers were seen 
in a ratio of 1:1.8. Only 5% of the patients were 
women; 32% were chronic alcoholics; and 26% were 
heavy smokers. In 12.5% the Wassermann test was 
positive. The right pyriform sinus was more fre- 
quently affected (35) than the left (18). Of the 59 
patients, 4 had cancers in other portions of the 
upper respiratory system. The highest incidence was 
in the group aged 50 to 59 years (25 patients); 49 
had epidermoid (squamous cell) carcinoma, 7 
anaplastic cell carcinoma, 1 basal cell carcinoma, 1 
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adenocarcinoma, and in 1 no biopsy was performed. 
Twenty-five tumors were located in the upper 
portion of the pyriform sinus, 15 in the lower por- 
tion, 16 in both, 4 in the posterior wall of the 
hypopharynx, and 1 in the retrocricoarytenoid re- 
gion. Clinical symptoms of metastasis in the neck 
were found in 49 of the patients when first seen, 
and in 16 of these they were bilateral. In 20 pa- 
tients that were operated on, lymph node metastases 
were found in the surgical specimen. In 15 they 
were located on the same side as the tumor, in 4 
they were bilateral, and in 1 they were on the 
opposite side; 42 of the patients had had symptoms 
for less than six months when first seen; 35 com- 
plained of pharyngeal pain; 31 had a history of 
enlarged cervical lymph nodes; 29 were hoarse; 14 
had pain radiating to the ear; and 8 had hoarseness 
with dyspnea. Routine inspection and endoscopic 
examination give enough data for the clinical eval- 
uation of the disease. Roentgenography shows the 
extension of the tumor to the esophagus and the 
depth of the infiltration to the surrounding tissues. 
Resection alone or combined with postoperative 
irradiation gives the best prognosis. Resection 
should be en bloc, removing in continuity the pri- 
mary lesion together with the cervical lymph nodes 
and tissues. A conservative operation should be 
performed on tumors of the posterior wall of the 
hypopharynx and for small lesions of the lateral 
wall. 


Varicose Veins.—Dr. E. B. Ribeiro (Portugal 
médico, June, 1958) pointed out that stasis of the 
venous circulation at the level of the common iliac 
vein causes varicose veins in the legs. For this 
reason direct treatment of the varicose veins is only 
a palliative measure and sooner or later the vari- 
cosities will recur. For the effective treatment of 
varicose ulcers, phlebectomy is essential. 


FRANCE 


Arteritis.—J. Patel and co-workers (Presse méd. 
66:1245, 1958) studied 186 cases of arteritis and 
concluded that the emergency treatment of acute 
ischemia and exacerbations, with or without initial 
development of necrosis, is based on continuous 
intravenous infusions or intra-arterial infiltrations of 
heparin and vasodilators. The earlier surgical treat- 
ment is performed the better. It must be followed 
by close supervision, and the use of vasodilators 
parenterally in the event of recurrence. Relapses 
can be prevented by the use of anticoagulants. 


Hypoglycemic Sulfonamides. — A. Loubatieres 
(Presse méd. 66:1175, 1958) reported that hypogly- 
cemic arylsulfonamides show a selective tropism for 
the pancreas. They have no action in the absence of 
the pancreas or insulin. They stimulate the secre- 
tion of endogenous insulin, starting from the £-cells 
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of the islands of Langerhans. They potentiate the 
effects of exogenous and endogenous insulin and 
facilitate the formation of new functioning f-cells. 
The possibility of an antienzymatic action of the 
substances is not proved. When properly used these 
sulfonamides make available to the body a comple- 
ment of endogenous insulin. Some patients seem to 
benefit from the stimulative action of these drugs on 
the B-cells. Through such a mechanism a lasting 
remission of human diabetes may be possible. 


Postpuerperal Cerebral Thrombophlebitis.—A. Gui- 
cheney and co-workers (Presse méd. 66:1158, 1958 ) 
studied a series of seven patients with postpuerperal 
cerebral thrombophlebitis in which two died. The 
authors concluded that an acute cerebral accident 
with Jacksonian convulsions occurring in the puer- 
perium should call attention to the possible pres- 
ence of cerebral thrombophlebitis, especially if 
eclampsia or embolism can be ruled out. The loca- 
tion of the thrombosis and its gradual extension de- 
termine the clinical manifestations. Anticoagulant 
treatment contributed to the healing of those pa- 
tients on whom it was used. 


Simple Goiter.—L. De Gennes ( Presse méd. 66:1183, 
1958) stated that if by the term simple goiter is 
meant an increase in volume of the thyroid not ac- 
companied with hyperthyroidism or malignant 
changes, this type of goiter is the result of a hyper- 
secretion of pituitary thyrostimulin. Most of such 
goiters are amenable to treatment with thyroxin 
and its derivatives. In such cases the essential point 
is not to mistake an exophthalmic goiter for a simple 
goiter. In a few patients operation may be indicated 
for cosmetic reasons. If thyroidectomy is performed 
a large portion of the active tissue should be spared 
in order to prevent myxedema. In the case of a hard 
and fibrous goiter of long duration, it is essential 
not to overlook the possibility of a thyroid carci- 


noma. 


INDIA 


Amebiasis.—D. D. Bamji and co-workers treated 95 
patients who had amebiasis with two new 4,7- 
phenanthrolinequinone derivatives known as 11,925 
and 11,925C (Current Medical Practice, vol. 2, June, 
1958 ). These patients were diagnosed clinically and 
the diagnosis was confirmed by examination of 
stools, sigmoidoscopy, and smears from the sig- 
moidal mucosa. Eighty-four patients had intestinal 
and 11 had hepatic amebiasis, and 40 patients were 
treated with 11,925 and 55 with 11,925C. Their 
ages ranged from 13 to 70 years. The duration of 
symptoms, particularly frequency of stools, varied 
from less than 10 days to 1 year or more. Some gave 
a history of past attacks. The stools contained 
trophozoites in 55 patients, cysts in 30 and both in 
10; 78 had abdominal pain, 23 had weakness and 
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prostration, 15 had marked dehydration, and 4 had 
fever. Of the 11 with hepatic involvement, 10 had 
a palpable liver. Only 12 on sigmoidoscopy showed 
a normal mucosa, the rest showing congestion or 
ulcers. 

Forty patients with intestinal amebiasis were 
treated with 11,925 and 55 (44 with intestinal and 
11 with hepatic involvement) were treated with 
11,925C. The total duration of treatment varied 
from 6 to 15 days. The preparations were available 
in the form of tablets, 100 mg. each of 11,925 and 
50 mg. each of 11,925C. The former was used in a 
daily dose of 600 mg. divided into three equal 
doses. The daily dose of the latter varied from 300 
to 600 mg. daily in three divided doses, depending 
on the severity of the condition and whether the 
infection was intestinal or hepatic. The total amount 
of the drug used varied from 3 to 10 Gm. of 11,925 
and 1.5 to 9 Gm. of 11,925C. The results on the 
whole were satisfactory. Symptoms were relieved 
within a few days of treatment, followed soon by 
disappearance of the parasite from the stool and 
healing of intestinal ulcers. The 11,925 was more 
effective than 11,925C in patients with intestinal 
amebiasis and results were better in patients who 
showed the vegetative form in the stools than in 
those with cystic forms. In all patients with hepatic 
amebiasis, 11,925C was used and the results were 
good in 8 of the 11, as judged by regression in the 
size of the liver, relief of pain, improvement in 
toxemia, general condition, and appetite. In patients 
who had hepatitis with parasites in the stool, the 
latter disappeared in the course of treatment. Both 
preparations were well tolerated. Vomiting occurred 
in only two patients. 


Kyasanur Forest Disease.—T. H. Work (Journal of 
the Indian Medical Association, vol. 31, Aug. 1, 
1958 ) reported that a virus belonging to the Russian 
spring-summer group was isolated from man and 
monkeys suffering from a prolonged febrile illness 
in a district in Mysore State which has been called 
Kyasanur forest disease. The disease is mainly an 
affection of the hemopoietic and visceral organs 
rather than the central nervous system, as is the 
disease caused by Russian spring-summer viruses. 
The blood serum showed the presence of this virus 
at least 2 days prior to the onset and through the 
first 10 days of the disease. The tissues involved 
from which the organism was recovered were the 
heart, skeletal muscle, lung, liver, spleen, and 
kidney, but not the human brain. The cerebrospinal 
fluid showed the virus on a few occasions when the 
blood concentration of the virus was very high. The 
laboratory diagnosis is based on isolation of the 
virus from the blood serum in the first 10 days of 
the disease and demonstration and development of 
a rising titer of specific complement-fixing and 
neutralizing antibodies in suspected cases where no 
virus could be isolated. Although man-to-man trans- 
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mission has not been observed, the virus is highly 
infectious. Thus, nine infections occurred in the 
professional and technical personnel of the Virus 
Research Center in Poona in the eight-month period 
of investigation of the disease, and two infections 
occurred in laboratories of the Rockefeller Founda- 
tion in New York. Two infections have been known 
to occur in persons showing demonstrable anti- 
bodies in the serum. 

R. L. Rao in another article in the same issue 
described the clinical features of the disease. The 
onset is sudden with a headache and chill. The 
headache is severe and frontal in type and ac- 
companied by aching of the whole body. This is 
followed by fever which rises rapidly to about 
103 F (39.44 C). The temperature is continuous, 
lasting 5 to 12 days. Most patients show suffusion 
of the palate with maculopapular hemorrhagic 
spots. Severe prostration, out of proportion to the 
duration of the disease and extent of the fever, is 
present. Gastrointestinal symptoms may appear 
from the onset and hemorrhagic complications may 
occur in the middle of the first week. Death may oc- 
cur within 8 to 12 days of the onset. In severe cases, 
listlessness, dyspnea, slurring speech, and tremors 
indicate a grave prognosis. Coma sets in eventually 
and may last for 12 hours. Those who recover con- 
tinue to be weak over a long period. The leukocyte 
count is lowered but gradually returns to normal 
with recovery. The urine shows albumin and granu- 
lar casts. 


Rheumatoid Arthritis.—K. K. Sikka reported a series 
of 100 consecutive patients with rheumatoid ar- 
thritis (Current Medical Practice, vol. 2, June, 
1958). The patients were subjected to one week of 
bed rest and given a vegetarian diet containing 344 
Gm. of carbohydrate, 75 Gm. of protein, 60 Gm. of 
fat, and a very small amount of sodium chloride. 
The ages of the patients ranged from 9 to 50 (aver- 
age 30) years, and 68 of the patients were in the 
age group 21 to 40 years; 70 were manual workers 
and 90 had to work in a fixed posture (60 sitting 
and 30 standing). The sitting posture was found to 
be more important than the nature of the work or 
the standing posture as a causative factor; 78 had 
to work in damp surroundings throughout the year; 
76 were used to a vegetarian diet; and 60 were ac- 
customed to taking an excess of salt with their 
meals. A history of arthritis in the family was given 
by 54 patients; 25% of the fathers, 16% of the moth- 
ers, and 13% of the siblings of these patients also 
suffered from arthritis. The common diet and other 
environmental conditions might be partly respon- 
sible for the familial incidence. The prognosis, how- 
ever, was not influenced by a family history of 
rheumatoid arthritis. 

A septic focus in the paranasal sinuses, teeth, 
tonsils, or middle ear was observed in 44 and gave 
a history of some major infectious, allergic, or ve- 
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nereal disease. Any association with rheumatic fever 
or recognizable endocrine disorder was much less 
frequent. Some type of postural deformity such as 
dorsal kyphosis or forward stoop was observed in 
34. Seventy had had symptoms for two years or less 
before they came for examination. Seventy gave a 
history of some severe emotional trauma. Of the 40 
female patients, 32 were married before the age of 
18 and the fertility rate was 63.1. Thirteen did not 
have any children. A history of some change in the 
menstrual function before the onset of arthritis was 
available in 21 of the women; menopause had been 
reached in 4, and the rest did not show any relation 
between menstrual function and onset of the dis- 
ease. A clear-cut history of peripheral circulatory 
disturbance including cold hands and feet, perspir- 
ing hands and feet, blanching of fingers, and chil- 
blain was present in 80 of the patients. The onset 
was insidious in 75, and 76 complained of some 
prodromal symptoms such as undue fatigue, loss of 
appetite, loss of weight, or transient pain in joints. 
The joints to be involved first were those of the 
hands, feet, wrists, and ankles, followed by knees, 
elbows, shoulders, and hips. The joints of the right 
side of the body were involved first in 75. The skin 
was red in 74 and hot in 76. Periarticular swelling 
was present in 70, effusion in 40, marked wasting of 
muscles in 26, ulnar deviation in 20, and bony 
ankylosis in 8. Fifty-five were underweight and 10 
overweight. Seven had associated disease in other 
systems than the locomotor. In 51 patients the 
severity of the disease varied with the weather, 
being worse in cold wet weather. 

The urinary excretion of 17-ketosteroids was be- 
low normal in most of the patients in this series and 
there was a progressive decline in its level with 
progress of the disease. The uric acid-creatinine 
ratio was within normal limits in 60 of the patients, 
less than normal in 29, and higher than normal in 
1l. The total leukocyte count was within normal 
limits but the eosinophils tended to increase both in 
relation to rheumatoid activity and duration of ill- 
ness; 58 had microcytic anemia; 10 had macrocytic 
anemia; and 32 had no anemia. The sedimentation 
rate was markedly raised in 82 at the time of the 
first examination, slightly increased in 8, and normal 
in 10. The total serum proteins gave almost normal 
values but the globulin fraction was increased with 
reversal of the albumin-globulin ratio in some. The 
serum uric acid was normal. Radiological examina- 
tion in 72 revealed such abnormalities as osteoporo- 
sis, narrowing or widening of joint spaces, and bony 
ankylosis. 

All patients were subjected to artificial fever ther- 
apy by means of intravenous injection of triple 
typhoid vaccine. Blood specimens were collected 
before and four and eight hours after these injec- 
tions for estimation of absolute eosinophils and uric 
acid-creatinine ratio, and 24-hour specimens of 
urine were collected for estimating the excretion of 
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17-ketosteroids. Of the 100 patients, 74 were greatly 
benefitted by fever therapy. Particularly good re- 
sults were seen when the vaccine was given in the 
early stages. The level of 17-ketosteroids in the 
urine increased in almost all patients. The absolute 
eosinophil count fell immediately after pyrexia and 
returned to its original level within 24 to 48 hours. 
The urinary uric acid-creatinine ratio increased 
after the pyrexia and then returned to its initial 
level. Some of the untoward reactions of this ther- 
apy were herpes, nausea, headache, vomiting, jaun- 
dice due to a coincident infectious hepatitis, and 
muscle cramps. There was no death following fever 
therapy, and serious complications such as circula- 
tory collapse and delirium did not occur. 


Tetanus.—S. R. Kamat and co-workers (Current 
Medical Practice, vol. 2, June, 1958) stated that in 
the treatment of severe cases of tetanus, although 
the value of muscle relaxants is recognized, none of 
the existing relaxants can be considered ideal. They 
used gallamine triethiodide in a series of 14 pa- 
tients. The drug was given intramuscularly except 
in severe cases when it was given intravenously, 
especially for the first few days after admission. 
After a small test dose, the optimum dose for each 
patient was reached by gradually increasing the 
amount of the drug a few milligrams at a time. The 
optimum dose was repeated at four to six hourly 
intervals. As the rigidity diminished after some days 
of treatment, the dose was gradually tapered off. 
On an average, the dose ranged from 40 mg. every 
six hours to 60 mg. every four hours. Chlorproma- 
zine was given simultaneously as it is believed to 
enhance the action of gallamine triethiodide and 
reduces the requirements of sedatives to a mini- 
mum. It was given orally or intramuscularly in a 
dosage of 25 to 50 mg. every six to eight hours. 

None of the patients was found to be sensitive 
to gallamine. Sometimes manifestations due to over- 
action appeared in the form of cyanosis and shallow 
breathing which was treated by intravenous injec- 
tion of 0.6 mg. of atropine followed by 0.5 to 1 mg. 
of prostigmine intravenously. In a few patients the 
prostigmine had to be repeated every 15 minutes 
for two or three doses. In addition the patients 
received 200,000 to 300,000 I. U. of antitetanic 
serum intravenously, barbiturates intramuscularly 
every 6 to 12 hours, and penicillin intramuscularly 
every 6 hours. Oral feeding was preferred, with 
some patients requiring intravenous fluids. A fluid 
intake of 2,250 to 3,000 cc. per day was maintained 
in all patients. Of the 14 patients, 10 had the severer 
type and of these 5 died (3 of pulmonary complica- 
tions, 1 of spasms and exhaustion, and 1 of toxemia). 
The four with the milder type all recovered. The 
chief advantage of gallamine was the satisfactory 
relaxation with adequate and natural respiration in 
most of the patients. Artificial respiration had to be 
used only in one patient for a short period. Even 
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those who died lived longer than was expected, and 
this could be attributed to the action of the drug. 
The points in favor of this drug are the significant 
reduction in mortality, satisfactory control of rigid- 
ity, and absence of cumulative action. 


Treatment of Burns.—Patrao and Narayan (Current 
Medical Practice, vol. 2, June, 1958) treated 10 
burned patients with intravenous injections of 6% 
polyvinyl pyrrolidine and local applications of a 
sulfothiourea gel after initial blood transfusions and 
intravenous fluids to counteract acute shock. They 
compared the results with those in a group of 10 
controls treated with blood transfusions, dextrose 
solution intravenously, and local dressings with cod 
liver oil, sulfonamide ointment, or penicillin cream. 
The polyvinyl pyrrolidine was used to prevent the 
development of toxemia and secondary shock. Pa- 
tients with burns involving less than 65% of the 
body surface were selected because those with 
burns involving 80% or more of the body surface 
invariably died within two days due to severe shock. 
In the trial series, there was rapid development of 
healthy granulation tissue, slough was minimal, and 
skin grafting could be resorted to earlier than in the 
controls. Pseudomonas aeruginosa infection was 
seen only in the control] series. Patients in the trial 
series received only penicillin, none of the broad- 
spectrum antibiotics being found necessary. Their 
temperature was between 99 and 100 F (37.2 and 
37.7 C) and came down to normal within two to 
three days, while most of the patients in the control 
group had to be given broad-spectrum antibiotics 
to control the toxemia and high fever developing 
from the fourth day on. Convalescence was shorter 
with the use of the solfothiourea gel locally. The 
polyvinyl pyrrolidine was given subcutaneously 
combined with hyaluronidase in children with no 
untoward results. Thus as compared to the control 
group, wound healing was more rapid, toxemia was 
less marked, and stay in hospital was shortened. 


Epinephrine, Morphine, and Strychnine.—B. C. 
Bose and co-workers (Indian Journal of Medical 
Research, vol. 46, March, 1958) studied the phar- 
macological activity of the hydrochloride, citrate, 
and tartrate of epinephrine; the hydrochloride, sul- 
fate, and tartrate of strychnine; and the hydrochlo- 
ride, sulfate, meconate, and tartrate of morphine. 
The assay was carried out by determining the 
pressor effect with epinephrine in cats, the anal- 
gesic and respiratory depressant effect with mor- 
phine in rats and dogs, and the convulsant action 
with strychnine in frogs. Of the salts of epinephrine, 
tartrate had the maximal, citrate the intermediate, 
and hydrochloride the minimal pressor effect, when 
equimolecular doses of the salts were used. With 
morphine also, tartrate had the maximal analgesic 
and respiratory depressant action. With strychnine, 
the citrate and tartrate had more convulsant action 
than the hydrochloride, which was the mildest. On 
analysis of these results in relation to the molecular 
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weights of the salts, it was noted that the molecular 
weight had some relationship with the pharma- 
cological action. Thus with morphine, the molecular 
weight and the analgesic potency were proportion- 
ate to each other, although such other physical 
properties as solubility, permeability, alkalinity, ion- 
ization constant, and optical rotation may deter- 
mine the potency of a particular salt. 


JAPAN 


The Pay of Physicians.—A barber earns 50 cents in 
less than an hour but the government pays the phy- 
sician less than 16 cents to examine a patient and 
make a urinalysis. The medical society has been up 
in arms for a number of years demanding a revision 
of medical fees. The insured and the government, 
however, resist stubbornly any increase in these fees. 
After numerous conferences the medical profession 
has finally obtained an 8% increase in the fees, an 
amount far less than what was demanded. The 
health insurance works under a complicated system. 
Each family head is fully insured and the premium 
is deducted from his pay while the other members of 
his household are but 50% insured; that is, when 
medical care becomes necessary for them they are 
required to pay half of the total cost. To be half in- 
sured, an adult pays about 20 cents per person, per 
month. 


Birth Control.—Having had severe setbacks in 
World War II in pharmaceuticals, Japan welcomes 
the opportunity of becoming a pilot plant in re- 
searches relative to birth control. Dr. Hayashi stated 
that a new synthetic corpus luteum-like substance 
changes the character of the uterine secretion in a 
way that blocks the entrance of sperms, renders the 
endometrium inhospitable for the implantation of 
fertilized ova, and makes the oviducts difficult of 
passage. Upon the heel of this report comes the 
news that the death rate has nearly balanced the 
birth rate, leaving no appreciable increase in pop- 
ulation. This has been achieved by a wider dis- 
semination about contraceptive techniques and by 
authorized interruption of pregnancies. The latter 
method was not without such untoward complica- 
tions as sterility, unrelieved pelvic disorders, neuro- 
ses, and chronic invalidism. For this reason a noted 
gynecologist has urged physicians to take the uterine 
curettes out of their instrument cases and throw 
them away. 

The indications for abortion in Japan include pov- 
erty and illegitimacy as well as unfitness to bear a 
child. The credulous public does not have an ade- 
quate appreciation of the dangers associated with 
abortion. It is erroneously supposed by some to be 
as simple as the extraction of a tooth. Unless the 
health or life of the mother is in jeopardy an abor- 
tion should not be undertaken. A first pregnancy es- 
pecially should be carried through to completion 
even in the face of pending divorce, although the 
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law legalizes abortion under such circumstances. 
If the husband is ill and unable to provide for the 
family, the wife who tries to help by working should 
be given a sympathetic understanding by her rela- 
tives. If, despite efforts to prevent conception, preg- 
nancy occurs, for her to seek an abortion may not be 
the best solution. She should bear the first child for 
the sake of family happiness. If relatives are unable 
to help, aid may be obtained from a maternity home. 
Improvement of this situation is a Herculean task, 
but a contraceptive drug that can be taken by 
mouth may provide the solution. The post-war slo- 
gan in Japan is “Birth control or procreate and 
starve.” 


SWEDEN 


Dihydrostreptomycin and Penicillin.—Dr. G. Nilsson 
(Svenska liékartidningen, June 27, 1958) treated 
several thousand patients who had acute infections 
of the throat, nose, and ears with a combination of 
dihydrostreptomycin and penicillin (Streptopenin ). 
This combination was given daily for six days ir- 
respective of any reduction in fever. The total dose 
of dihydrostreptomycin was 3 Gm. for adults, 2.25 
Gm. for children between 10 and 15, and 750 mg. 
for those under 5. In the spring of 1958 the patients 
who were thus treated (within the age ranges of 
7 and 40) in earlier years were subjected to audio- 
metric tests. None of the 771 thus tested showed 
any impairment of hearing traceable to the Strep- 
topenin. This combination has such a broad spec- 
trum that it covers about 90% of the pathogenic 
bacteria hitherto isolated. The preference shown 
for dihydrostreptomycin as compared with strepto- 
mycin in this connection is due to the fact that the 
former is less likely to provoke allergic complica- 
tions in the patients and hospital staff, but for 
prolonged treatment or when pushing the dosage 
above the safe limit it may be wiser to use strepto- 
mycin. 


Import of Physicians.—The decision in June by the 
government to import a new lot of Austrian physi- 
cians in order to combat the present shortage has 
drawn protests from the Swedish Medical Associa- 
tion. In 1950, when the first lot of Austrian physi- 
cians was imported, Sweden, with a population of 
7 million, had about 4,900 physicians. By June, 
1958, there were about 6,500 in addition to 2,790 
medical students. At the present rate of expansion, 
there should soon be between 14,000 and 15,000 
physicians at work, whereas at present there is 
room for only 8,500 to 9,000. In other words, there 
is a real but temporary shortage, and the associa- 
tion’s policy for dealing with it includes among 
other things the import of Danes, Finns, and Nor- 
wegians for whom there is no great language diffi- 
culty. Their cultural outlook also possesses many 
features common to that of Swedes. Negotiations 
have accordingly been proceeding between the vari- 
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ous medical associations in the different Scandi- 
navian countries with a view to the import of young 
physicians to Sweden. The association fears that 
the government's policy will dilute Sweden’s medi- 
cal talent to a dangerous degree and lower hard 
earned standards. 


Tularemia.—At a meeting of the Swedish Medical 
Society, Dr. O. Ljung (Nordisk medicin, July 24, 
1958) challenged the teaching that tularemia is 
easy to diagnose thanks to the specificity of its 
serologic reactions. In districts where tularemia 
is endemic, a high agglutination titer to Pasteurella 
tularensis may simply mean that infection has oc- 
curred at some time. It does not necessarily mean 
that the patient’s present symptoms are caused by 
tularemia. An acute attack of tularemia may, how- 
ever, be diagnosed when the titer rises rapidly in 
the first two to four weeks of an illness. The Widal 
test is apt to be puzzling, for Ljung has found 
that when the same material was sent to two dif- 
ferent laboratories one reported titers four times 
as high as those of the other. Another speaker on 
the same occasion discussed the guinea pig test and 
the risk of infecting laboratory workers in the proc- 
ess. The surest road to the correct diagnosis lay 
in the demonstration of the germ itself (in defibri- 
nated blood in the acute febrile stage of the dis- 
ease and in the primary discharge in the ulcero- 
glandular and oculoglandular form of the disease ). 
In Sweden the ulceroglandular form is supposed 
to be more common than the other forms, but as 
no one knows how common the symptomless and 
atypical form is, this supposition may be incorrect. 
There is also much doubt over the relative impor- 
tance of the different modes of infection. In Sweden 
it is probably most often conveyed by mosquitos 
and other insects. Elsewhere attention has been 
focused on contact with diseased rodents, and dur- 
ing World War II rats and mice in Europe were 
most often incriminated, being supposed to convey 
the disease by contaminating food and water. 


UNITED KINGDOM 


Mobile Physiotherapy.—A report from the Nuffield 
Provincial Hospitals Trust describes a scheme oper- 
ating in Belfast for the rehabilitation of the elderly 
invalid at home. Patients are visited by a mobile 
physiotherapist who carries with her in a station- 
wagon a diathermy, shortwave, and radiant heat 
apparatus; ultraviolet lamps; paraffin baths; etc. 
Patients for home treatment are selected by a geria- 
trician who, in collaboration with a general prac- 
titioner, prescribes suitable physiotherapy and home 
care. The treatment is explained to the patients 
and their relatives. The cooperation of the latter 
is essential for home management of disabilities in 
the elderly. Generally speaking the results were 
good: 32% of the patients were much improved, 
35% showed some improvement, and 33% did not 
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respond. In addition to mobile physiotherapy and 
medical care, some of the patients needed home 
help, nursing care, laundry service, dietary supple- 
ments, and social care. All these needs cannot be 
met by one authority and cooperation between 
personnel employed by the health service, local 
authorities, and voluntary services is necessary. Few 
general practitioners have the time to coordinate 
all the services needed by such patients, and the 
report suggested that in every community there 
should be a coordinating center to deal with the 
problem of rehabilitation of the elderly, which is 
one of the gaps in the provisions of the National 
Health Service. This center should be staffed by 
personnel with special experience in this type of 
work. 


Framycetin.—Trials with the French antibiotic, 
framycetin, produced by a species of Streptomyces 
decaris, were reported by Burrows (Brit. M. J. 2:428, 
1958). Because this antibiotic is toxic when given 
systemically, it is used for local treatment only. 
Burrows used it to treat over 100 patients with 
such skin infections as impetigo, eczema, follicu- 
litis, and sycosis barbae. The causative organisms, 
Staphylococcus pyogenes var. aureus and Strepto- 
coccus hemolyticus, were tested in vitro on blood 
agar for sensitivity. All strains of the former were 
sensitive to framycetin, but 65% of the streptococci 
were resistant. These were sensitive to chlortetra- 
cycline. Infections caused by staphylococci disap- 
peared fairly rapidly. Nearly 70% of the cases of 
impetigo cleared within a week, indicating that 
framycetin is an effective antibiotic in this condi- 
tion and that it compares favorably with neomycin. 
Only two cases of skin infection failed to respond 
to framycetin. No undesirable reactions or cases of 
sensitivity were recorded. The resistance of Str. 
hemolyticus to the antibiotic is, however, a serious 
drawback to its use in infective skin conditions. 


Traffic Accidents.—An annotation in the British 
Medical Journal of Aug. 9 states that traffic acci- 
dents are becoming one of the greatest public health 
problems of the day. They caused 5,500 deaths and 
over 60,000 serious injuries in Great Britain in 1957. 
Unfortunately such accidents are no longer news 
and nobody seems to care about them. Meanwhile 
a certain amount of technical research goes on into 
the mechanical causes of accidents. Owing perhaps 
to the greater acceleration and smaller wheels of 
modern cars, skidding is reported to be increasing. 
It played a part in 13% of personal-injury accidents 
in 1954, 14% in 1955, and 15.5% in 1956. More skids 
due to wet roads are seen in summer than in winter. 
Part of this might be due to the greater impatience 
of some drivers on congested roads. At any rate, a 
careful watch is kept for dangerous sites, and the 
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road surface is altered when found to be defective 
on test. A yielding rather than a rigid steering wheel 
shaft would reduce the severity of the injury to the 
driver. Toughened safety glass is safer than the 
laminated variety. In relation to the damage done 
by traffic accidents, the amount spent on research 
into them—about $200,000 a year—seems small, but 
mechanical safety is probably only a small part of 
the problem. The greatest menace is still the incon- 
siderate, inexperienced, careless, and overconfident 
motorist. 


Dilemma of the Hospitals.—A recommendation in 
June that nurses’ working hours should be reduced 
from 96 to 88 a fortnight has started a revolution 
in hospital wards. Nurses are shedding the ex- 
traneous duties which have accumulated round 
their basic role. The shorter working week has to 
be introduced without more money being provided 
for extra staff or payment of overtime. Hospitals in 
many areas are already short of nurses. Nurses and 
midwives are faced with a challenge. Only reorgani- 
zation and full use of their skill and experience will 
bring the additional leisure time they desire. Much 
will depend on the attitude of managements. Al- 
ready hospitals in several parts of the country have 
introduced the 44-hour week. The following letter 
appeared in the Daily Telegraph of Aug. 16, over 
the name of a hospital matron in London: 

“Sir, The fortunes of the nursing profession ap- 
pear to be at ebb tide. In spite of all the Govern- 
ment has done to improve conditions for nurses, we 
do not appear to be able to retain them . . . after 
they are trained. Many emigrate to other countries 
for better salaries and conditions, some leave nurs- 
ing for more remunerative work elsewhere, and 
some marry. ... Now. . . without being allowed 
any increase in our numbers of nurses, we are 
asked to reduce their working hours from 48 to 44 
hours per week. . . . If we could attract and engage 
more nurses to be able to bring about this worthy 
reduction in working hours, there would be univer- 
sal rejoicing in our hospitals. But we are forbidden 
to engage more, and yet we are expected to main- 
tain a 24-hour service to our patients, without re- 
ducing our standards of nursing care. . . . Two 
bright ideas have occurred to the writer which are 
almost certain to be turned down by the powers 
that be, but both of which offer a solution to our 
desperate problem. The first is to reduce nurses’ 
duty time to 44 hours per week and then allow them 
to work four hours overtime per week (at overtime 
rates which will have to be introduced) if they so 
wish. . . . The second is an even more controversial 
idea. Many people claim that student nurses leave 
the profession during training because of mental 
and physical overstrain. They complain that the 
syllabus of subjects is too full and too comprehen- 
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sive. Therefore, if nurses cannot study and work 
without strain in a three years’ course of 48 hours 
a week, how can they master it in a three years’ 
course of 44 hours a week? Would it not be more 
sensible to reduce the hours per week, but lengthen 
the training from three years to three and half 
years or even to four years? This should lessen the 
strain and ensure that a well-instructed and experi- 
enced student went to her State examinations. And 
it would provide that greatest of all treasures to 
the hospitals, the fourth-year nurse who could be 
graded as a junior staff nurse.” 


Efficiency Experts to Streamline Hospitals.—The 
hospital service is to be streamlined over the next 
few years. Industrial efficiency experts are to intro- 
duce new methods. So successful has been an ex- 
perimental organization and methods service that 
Mr. Walker-Smith, Minister of Health, has decided 
to put it on a permanent basis and enlarge it. Under 
a full-time assistant secretary it will review tradi- 
tional ways of doing jobs and is expected to achieve 
greater economy and efficiency. While any step 
likely to improve efficiency would be welcome, some 
fear that all human feeling may be driven out of 
hospital treatment in the process. Running the 
3,000 state hospitals accounts for 54% of the 2,000 
million dollars which the National Health Service 
now costs annually. Hospitals have been asked to 
review their purchasing methods. It is hoped to 
extend the system under which groups of hospitals 
join together to buy supplies. Hospitals no longer 
needed to treat tuberculosis cases or sick children 
are being used for the mentally ill (now occupying 
40% of all hospital beds), the aged sick, and 
others. The aim of the new building now going on 
is to increase still further the outpatient services 
and the use made of beds. The strain on the hos- 
pitals will be eased in two other ways. There will 
be more emphasis on disease prevention, and the 
liaison between hospitals, local health departments, 
and family physicians will be increased. The minis- 
try aims to improve the status of the general prac- 
titioner, who is regarded as a key man. It also 
believes that strengthening of home nursing services 
will keep many more people out of hospital. 


Sensationalism in Medicine.—The British Medical 
Journal of Aug. 2 reported that Dr. A. K. Bowman 
of the Scottish Western Regional Hospital Board 
feared an increase in hypochondriac tendencies 
and even the development of neuroses among peo- 
ple absorbing the wide range of television programs 
and press articles on medicine. Already people are 
going to their doctors with vague fears and anxieties 
about their health. The impact on their minds of 
watching a television program on a new treatment 
could convince them that they might have the 
symptoms of the disease. A program from the 
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Western Infirmary, Glasgow, on the use of radio- 
active iodine in endocrine disorders sent several 
people to their doctors, self-convinced they were ill. 
Dr. Bowman had heard of only one case in which 
such a program had had a fortunate result. 


The Anti-Smoking Campaign.—The National Society 
of Non-Smokers reports that in the first two months 
of its existence the smokers’ clinic established in 
London was attended by about 150 people, of whom 
about 30 claim to have been cured of the habit. 
Many of these have established clinics in their 
homes. Week-end courses for a maximum of 65 
tobacco addicts were started in September at $8.40 
per “student.” Lectures are given by chest physi- 
cians, psychotherapists, and health officers. To help 
those attending to comform to the “no smoking” 
rule, a hypnotist is in attendance. 


Children in Hospital.—_In a memorandum entitled 
“The Welfare of the Ill Child in Hospital,” the 
child psychiatry section of the Royal Medico- 
Psychological Association stated that the popular 
notion that the younger the child the better the age 
for operating applies to only very young infants. 
Operations between the ages 1 and 5 years should 
be avoided if possible. It is recommended that once 
the child is admitted to the ward the parent should 
help to put him to bed and, if a bath is necessary, 
assist in this also, because unfamiliar baths can be 
particularly alarming at this stage. In this way the 
mother has done her part in conveying her accept- 
ance of the situation to the child. It is recommended 
that, in spite of administrative difficulties, the ques- 
tion of children wearing their own clothes should be 
given careful attention. It is considered most inad- 
visable for children and adults to be together in the 
same wards, even for a short stay. This also applies 
to adolescents, who should have their own wards. 
In the English cultural setting separate wards for 
adolescents of each sex is advisable, without any 
rigorous separation when they are up and about. 

It is most advisable that young children (up to 
the age of 4) should be with their mothers when 
in hospital, but it is admitted that at times the 
choice must be made between this and ignoring 
other demands at home. The hospital nurse can act 
as a mother substitute more effectively to the infant 
in arms than to the older child. To avoid further 
confusion in the child’s mind and to prevent con- 
flicting loyalties, the number of staff who tend him 
should be as small as possible (one person ideally ). 
Changing staffs and changing shifts cause distress, 
which must be borne in mind. The excessively 
orderly hospital wards, with a few pleasantly ar- 
ranged flowers, slippery floors, and neatly made 
beds signifying hygiene and efficiency to the medi- 
cal and nursing staff, are not advocated. Immobil- 
ity, when this is not essential, adds to a child’s 
miseries and leads to bad behavior. 
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The Cost of Health Service.—The annual report on 
the National Health Service for 1957 states that the 
total cost of the service for England and Wales was 
about 1.6 billion dollars, of which about 64.4 mil- 
lion dollars was repaid by those using the service. 
The hospital service absorbed around 1 billion dol- 
lars and 176 million dollars was spent on the general 
practitioner service. The drug bill was 151 million 
dollars. The number of new patients fitted with 
hearing-aids during the year was 52,166, bringing 
the total to over 580,000 since the inauguration of 
‘he service. During the year over 4.5 million pairs 
of spectacles were provided. An analysis of the cost 
of the hospital service showed that medical salaries 
iccounted for just under 10%, nursing salaries for 
just under 20%, and other wages and salaries for 
ibout 35%. Salaries and wages accounted in all for 
31.2% of the gross cost, compared with 3.5% for 
drugs and dressings. 

There were 19,343 principals and 1,465 assistants 
in general practice in the service. The number of 
principals in single practice was 6,381, and 67% of 
principals were in partnership. Most partnerships 
consisted of two physicians, and there were only 50 
consisting of six or more. There were 1,331 practi- 
tioners aged 66 and over, and 616 of these were in 
single practices. There were 40 assistants in this age 
group, and 8 of them were aged 76 and over. The 
average number of patients per doctor was 2,273. 
The number of general practitioners who attended 
refresher courses was 1,763. An analysis of the drugs 
dispensed by pharmacists for general practitioners 
during the year shows that cough preparations 
headed the list, accounting for 11.3% of the pre- 
scriptions, but only 5.1% of the total cost. Antibio- 
tics, on the other hand, headed the expense list, 
being responsible for 19.9% of the total cost, but 
only 7.2% of the total number of prescriptions. The 
next most expensive item was hormones other than 
sex hormones but including corticosteroids. These 
were responsible for 9.7% of the cost but only 2.5% 
of the number of prescriptions. 


Griseofulvin.—A preliminary account of successful 
treatment of experimentally induced ringworm in 
guinea pigs by oral administration of the antibiotic 
griseofulvin was reported by J. C. Gentles (Nature 
182:476, 1958). This metabolic product of several 
Penicillium species was markedly fungistatic to 
many fungi in vitro and showed systemic antifungal 
activity in plants. It is said to have a low toxicity 
for mammals. Guinea pigs were infected experi- 
mentally with Microsporum canis and treatment 
with griseofulvin started 10 days later when the 
lesions were well developed. The dosage was 60 
mg. per kilogram daily by mouth. Control animals 
were given inert tablets. The beneficial effects of 
the antibiotic were evident clinically within four 
days of starting treatment, and the highly inflam- 
matory reaction that developed in all the control 
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animals was prevented. Histological examination 
showed that by the eighth treatment infected fol- 
licles were present only rarely, while in the control 
group almost all the hair follicles were heavily in- 
vaded by the fungus. In the treated animals the 
fungus was present in only the upper part of the 
hair shaft, the uninfected basal portion being sharp- 
ly delimited from the invaded part. The uninfected 
part of the hair was apparently formed during the 
treatment with griseofulvin and resisted invasion by 
the fungus. It was also found to be effective on oral 
administration in guinea pigs experimentally in- 
fected with Tricophyton mentagrophytes, and it has 
also been used successfully for the treatment of 
Tricophyton verrucosum infection induced in cattle. 
In vitro it is active in low concentrations against all 
the common dermatophytes. 


Epidemic of Tuberculosis—An outbreak of pul- 
monary tuberculosis in a mixed day school of 650, 
resulting in five cases requiring sanatorium treat- 
ment and eight cases of primary tuberculosis, was 
reported by Dr. H. Bryant (Med. Officer 100:120, 
1958). A 15-year-old boy in the fifth grade was 
sent by his family physician for mass x-ray examina- 
tion and found to have pulmonary tuberculosis. 
Inquiries then revealed that four cases of tubercu- 
losis in the school had been reported in the preced- 
ing 15 months. The whole of the fifth grade (104 
children) were x-rayed on large films and were 
skin-tested. This revealed a boy and two girls in the 
15 to 16 year age group with the disease. They were 
immediately admitted to hospital. By reason of 
strongly positive skin reactions, x-ray signs, or both, 
eight other children were thought to have primary 
tuberculosis. X-ray examination was also offered to 
the teaching and other staff, and this revealed a 
teacher working particularly with the upper grades 
who had suffered from tuberculosis, was under su- 
pervision at a chest clinic, and needed treatment. 
Officially her disease had been quiescent for six 
years, but full examination revealed a possible 
cavity. She was admitted to a sanatorium. By this 
time the school had closed for the summer. 

At the beginning of the autumn term arrange- 
ments were made for the rest of the children to be 
skin-tested and mass x-rayed. This revealed two 
further cases: a boy 17 years of age and a girl who 
was found to have firmly calcified tubercles in her 
right lung. It was decided that the most probable 
course of events was that the infection had ema- 
nated from the member of the staff, but there was 
evidence of a stream of infection confined largely to 
the fifth grade and particularly in those grades 
where no less than 87% of the children had positive 
skin tests. One of the children may have received 
the infection from the original source and acted as 
the main source of dissemination among his class- 
mates. 


ah: 
’ 
fe 
rh 
» 
: 
= 


Vol. 168, No. 6 FOREIGN LETTERS Sil 


Thrombocytopenic Purpura.—A series of 93 patients 
with idiopathic thrombocytopenic purpura was 
studied by E. J. Watson-Williams and co-workers 
(Lancet 2:221, 1958). No treatment other than 
whole-blood transfusion or hematinics was given to 
26 patients. The rest were divided in two groups, 
according to whether they had a history of more or 
less than 100 days from the onset of symptoms to 
the start of treatment (long-history and short-history 
cases). Short-history cases tended to remit spon- 
taneously, and the onset of such a remission ap- 
peared to be hastened by steroid therapy. Sple- 
nectomy was followed by a good response in more 
than 75% of the short-history patients in whom a 
remission, spontaneous or induced, had not oc- 
curred. In long-history cases the chances of a spon- 
taneous remission or of a lasting remission from 
steroid therapy appeared to be small, but sple- 
nectomy was followed by a good result in 50 to 60%. 
It was therefore suggested that the initial man- 
agement of the patient with a short history of pur- 
pura should be blood transfusion, to replace any 
serious blood loss, and administration of 75 mg. of 
cortisone or 15 mg. of prednisolone every six hours 
for three weeks. If the platelet count rises during 
this time, there is a good chance that it will be 
maintained. If there is no improvement within this 
period, splenectomy should be performed. The 
authors observed no evidence that the patient in 
the acute hemorrhagic phase is benefited by sple- 
nectomy. Patients with a long history of relapsing 
purpura should also be given a three-week course 
of steroid therapy. As it is exceptional for any re- 
mission obtained with such therapy to last for more 
than 60 days, all these patients should have a sple- 
nectomy either during the steroid-induced remission 
or as soon as it is apparent that the treatment has 
failed to influence the platelet count. On the other 
hand, if a remission does occur, it may be justifiable 
to defer operation in milder cases, especially if it is 
a response to a first course of steroids. In these cir- 
cumstances delay is probably harmless provided the 
patient is kept under constant hematological super- 
vision so that an impending remission can be an- 
ticipated and a further course of steroids given as 
a preliminary to splenectomy. In this series the 
chances of a permanent remission after splenectomy 
were about 50% up to 20 years after operation. 


Murder by Insulin.—Last December a male nurse 
was found guilty of murdering his wife by injecting 
her with insulin. According to V. J. Birkinshaw and 
co-workers (Brit. M. J. 2:463, 1958), in an article 
giving the full technical details of the medicolegal 
investigation of the case, this is the first occasion 
on which such a charge has been substantiated and 
the first in which insulin has been demonstrated in 
human tissue, other than the pancreas, after death. 
When sent for by the husband, the police found the 
woman dead in her bath, which was empty of 


water. The husband's story was that he found her 
submerged in the bath and apparently drowned; he 
had removed the plug to let the water out and then 
tried artificial respiration. Postmortem examination 
revealed that death was caused by asphyxia due to 
drowning and that at the time of death the de- 
ceased was probably under the influence of a drug. 
Two injection marks were found on each buttock, 
and examination of the tissues underlying these 
revealed the presence of a substance that produced 
hypoglycemia on injection into mice and guinea 
pigs and stimulated glucose consumption by the 
isolated rat diaphragm. These biological effects 
were reduced or abolished by cysteine, pepsin, in- 
sulinase, the serum of insulin-sensitized guinea pigs, 
and anaerobic incubation. As these properties are 
characteristic of insulin, and no other known hypo- 
glycemic agent could have produced the same com- 
bination of effects, it was concluded the active 
material in the tissue extracts could only have been 
insulin. 

The amount of insulin isolated from the tissues 
was 84 units in 170 Gm. of tissue. The distribution 
of the insulin was uneven, there being more in the 
left buttock, which was the site of the most recent 
injection mark, than in the right, and more in the 
superficial than in the deep tissues. The large 
amount found and the uneven distribution indi- 
cated that its presence was not the result of en- 
dogenous secretion. It was estimated that at the 
time of death the buttock tissues contained at least 
240 units of insulin—sufficient to produce either the 
soporific or comatose stages of the hypoglycemic 
state. The husband explained the injection marks 
by saying that his wife was pregnant and he had 
given her injections of ergonovine in an attempt to 
produce an abortion. No evidence of ergonovine 


could be found in the body. 


Penicillin Sensitivity.—Penicillin cream has been 
used as the routine treatment of burns at the Bir- 
mingham Accident Hospital since 1945, on the 
grounds that it is the best prophylactic agent against 
colonization with Streptococcus pyogenes, which so 
often causes graft failure. In view of the reported 
increasing incidence of sensitivity reactions to peni- 
cillin, it was decided to investigate the matter. 
Mary R. Davies reported (Lancet 2:345, 1958) the 
findings in a series of 1,419 burned patients. Of the 
1,232 who received local penicillin cream, only 6 
(0.5%) had a reaction possibly attributable to peni- 
cillin, compared with 4 of 54 (7.4%) receiving in- 
jections of penicillin. Most of the reactions were 
mild, and none lasted longer than four days. The 
sensitivity state may be transient. Six of the 10 
patients with sensitivity to penicillin in this inves- 
tigation had no reaction to subsequent local appli- 
cation of the antibiotic. In view of these findings it 
was concluded that penicillin cream can justifiably 
be applied prophylactically. 
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PLEA FOR IMPROVED TRAINING 
IN SYPHILIS 


To the Editor:—For many years syphilis has been 
accepted as a public health responsibility, and its 
management, to a greater extent than that of most 
diseases, has been concentrated in clinics supported 
entirely or partially by public health funds. This 
can be explained by the fact that a large number of 
patients are in the lower socioeconomic groups and 
by the fact that the epidemiology of infectious 
syphilis not only is a public health responsibility but 
also is best conducted by public health personnel. 
Under these circumstances it is inevitable that con- 
trol of the disease depends largely on the adequacy 
of public health programs. However, no program 
of disease control can be successful without the co- 
operation of the entire medical profession. The 
diagnosis and treatment of syphilis have never been 
confined to clinics; like other diseases syphilis has 
always been a responsibility of general medicine. 

Within recent years many syphilis clinics have 
been closed, with the result that tax-supported serv- 
ices depend increasingly on private physicians for 
the management of syphilitic patients. Many state 
health departments now provide fees to private 
physicians for this purpose. Regardless of whether 
fees are paid by the patients or by other agencies, 
it is obvious that syphilis cannot be controlled 
without maximum cooperation between public 
health services, hospitals, and private physicians. 

Unfortunately, syphilis has been peculiarly neg- 
lected by the medical profession in general since 
the early years of this century. The venereal stigma 
may be partially responsible, but the chief explana- 
tion seems to be that management of the disease has 
been largely in the hands of specialists. The advent 
of rapid treatment and the recent marked decline in 
the number of cases now prohibits further concen- 
trated specialization in syphilis, with the result that 
general practitioners must accept responsibilities 
that were previously left to specialists. Lack of in- 
terest in syphilis by the medical profession in gen- 
eral is difficult to understand from a scientific point 
of view, because the disease continues to present 
numerous unsolved problems. 

Among the infectious diseases syphilis probably 
ranks first in the complexity of its manifestations 
and of its immunological mechanisms. It has nu- 
merous features that seem to be unique in human 
infections. Osler’s epigram, “to know syphilis is to 
know medicine,” might be worded more exactly, “to 
understand syphilis is to understand immunology.” 


The gaps in our knowledge of immune mechanisms 
are shown more clearly in the study of syphilis than 
any other single disease. Syphilis still presents a fasci- 
nating challenge to scientific medicine. But, in spite 
of unanswered questions, the disease can now be 
diagnosed with reasonable accuracy, and its treat- 
ment is relatively simple. Nevertheless, outside of 
special clinics, the management of syphilis fre- 
quently is characterized by inexcusable confusion 
and by errors of omission and commission. 

Errors of omission include the following: 

1. Failure to obtain serologic tests for syphilis 
(STS) from patients who are likely to have been 
exposed to the infection or who have signs and 
symptoms suggestive of the infection. A possible 
diagnosis of syphilis should be considered in every 
patient with a genital lesion or with skin and mu- 
cous membrane lesions suggestive of syphilis. There 
need not be primary or secondary syphilis before 
laboratory tests are done. Syphilis should be consid- 
ered when patients have early infectious lesions; yet 
in numerous patients with such lesions the condi- 
tion has been undiagnosed for weeks because the 
physician did not think of syphilis. 

2. Often patients with positive STS recorded on 
their hospital charts are discharged from hospitals 
without anyone paying attention to the positive 
test. This applies to patients who enter the hospital 
because of some disease other than syphilis. 

3. Too frequently, no history of previous STS or 
previous treatment for syphilis is obtained in pa- 
tients who are diagnosed as having syphilis. It is 
difficult to obtain accurate histories of syphilis from 
many patients, but useful information can usually 
be obtained by careful questioning. Without history 
of previous STS and previous treatment the phy- 
sician often is working in the dark in managing 
seropositive patients. 

4. Frequently there is failure to report cases that 
are diagnosed and treated. 

Errors of commission include (1) repeated treat- 
ment of patients solely because of the persistence 
of positive STS, (2) excessive total doses of peni- 
cillin and an unnecessary number of injections be- 
cause of relatively small individual doses, (3) re- 
peated courses of treatment given in a vain effort 
to reverse late signs and symptoms of syphilis that 
are irreversible, (4) incorrect diagnoses of “early” 
and “late” cases because no attempt was made to 
obtain adequate histories that were actually avail- 
able, and (5) in a patient with a positive STS, 
syphilis is accepted as the cause of signs and symp- 
toms that are due to something else. 
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In a complex disease such as syphilis it is in- 
evitable that mistakes will be made and that there 
will be differences of opinion about difficult diag- 
noses. No one is infallible, but the above-mentioned 
mistakes are so common in hospitals and in physi- 
cians’ offices as to warrant attention and remedy by 
organized medicine. 

Since the advent of penicillin, many articles on 
the management of syphilis have been written by 
physicians working with the disease. Carefully con- 
ducted studies inaugurated originally by a commit- 
tee of the National Research Council and subse- 
quently sponsored by the U. S. Public Health 
Service have been reported. The studies were con- 
ducted by a number of cooperating hospitals and 
clinics. They have provided data that are certainly 
as authoritative as any that are now available, and 
they have resulted in complete agreement by the 
physicians in charge on certain fundamental prin- 
ciples of diagnosis and treatment. 

Differences over theories, unusual cases, and 
exact dosages for the various types of syphilis are 
to be expected. Dosage schedules for any disease 
must be flexible. Public health departments usually 
advise minimal schedules of penicillin therapy 
based on their effectiveness in extensive trials. State 
departments of health differ somewhat in their 
advised schedules, but none advises total dosages 
as great as 10 million units of penicillin for asympto- 
matic syphilis or repeated treatments because of 
persistent positive STS in patients treated for late 
syphilis. Yet it is not unusual to find asymptomatic 
persons with syphilis being treated with more than 
10 million units of penicillin by private physicians 
and in some hospitals. It has been well known for 
at least the past 25 years that it is futile to re-treat 
patients with late syphilis solely in the hope of 
reversing positive STS to negative. Yet many phy- 
sicians seem to be unaware of this fact, or they 
ignore it. 

The dearth of suitable material for teaching pur- 
poses in medical schools has resulted in little or no 
instruction about syphilis to many medical students. 
Hospital interns well trained in medicine often have 
no hesitancy in declaring their ignorance of syphilis. 
It is no longer feasible to attempt to teach syphilis 
in medical schools through examination of patients; 
but should not all medical schools provide a few 
hours of didactic instruction to students based on 
the modern concepts of the management of syphilis 
as accepted by public health services in this coun- 
try and by the World Health Organization? Such 
instruction cannot cover all of the manifestations of 
the disease or devote time to its numerous intri- 
cacies. However, it could provide reasonably uni- 
form information about the importance of histories 
in syphilis, the interpretation of serologic tests, and 
general principles of treatment. 
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There is no reason why syphilis should be rele- 
gated to a hinterland of medicine. The disease is 
still relatively common in the lower socioeconomic 
groups. In 1957 in New York state alone, 106 indi- 
viduals were admitted to New York state mental 
hospitals because of general paresis. Most of them 
will remain in the hospitals for the rest of their 
lives. Modern antisyphilitic therapy can check the 
progress of general paresis and prolong the lives of 
paretics, but it cannot restore function to perma- 
nently damaged brains. Crippling neurosyphilis and 
cardiovascular syphilis can be prevented by treat- 
ment during the many years after infection that 
usually intervene before serious damage has oc- 
curred. 

In 1956, Malzberg, of the New York State Mental 
Hygiene Department, reported that in 1950 there 
were more paretics receiving custodial care in New 
York state hospitals than in 1920, yet the rate per 
100,000 population of admissions to state hospitals 
because of general paresis in 1920 was 7.9 compared 
to 2.8 in 1950 and 0.7 in 1957 (Malzberg, Ment. 
Hyg. 40:583-596 [Oct.] 1956). This paradoxical 
finding is explained in part by the fact that paretics 
now live longer and so remain in the hospitals for 
many more years. The fact that there are now al- 
most 3,000 patients in New York state hospitals 
because of general paresis should alone awaken the 
medical profession to its responsibilities in syphilis 
control. If syphilis is to be controlled, a new interest 
must be established within the medical profession, 
and the place to begin would seem to be the medi- 
cal schools. 

Evan W. Tuomas, M.D. 
84 Holland Ave. 
Albany 8, N. Y. 


PRECIPITATION TEST AND SYSTEMIC 
LUPUS ERYTHEMATOSUS 


To the Editor:—An article entitled “Evaluation of 
Simple Precipitation Test for Systemic Lupus Ery- 
thematosus” by Jones and Thompson appeared in 
THE JournaL, March 22, 1958, page 1424. Since 
that time, we have had the opportunity to perform 
this test in the lupus erythematosus laboratory at 
the Los Angeles County General Hospital 313 times 
in 258 patients with various disorders. The results 
of this test have been correlated with results ob- 
tained from the rotary method (Dubois and Free- 
man, Blood 12:657-670 [July] 1957). The precipi- 
tation reaction in our experience is completely 
nonspecific for systemic lupus erythematosus. 
These findings are similar to those of Lee and 
Schultz published in the Correspondence section 
of THE JOURNAL, July 19, 1958, page 1552. In view 
of the extensive use being made of this test through- 
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out the United States, we thought that it would be 
of value to publish our results as well, so that this 
test would not be used as a screening procedure 
for systemic lupus erythematosus. The table out- 
lines the results in various disorders. The precipi- 
tation test was performed simultaneously on serum 
and plasma from the same blood samples on which 
the L. E. cell tests were performed. In general, 
plasma gave a slightly higher titer of the precipi- 
tation reaction than did serum. The method of 
Jones and Thompson was followed in detail, and 
the degree of positivity was checked on a sample 
sent us by Dr. Jones so that our interpretations of 
the test reactions are comparable to his. 

The most important groups to observe in the 
table are the untreated patients withractive systemic 
lupus both with and without L. E. cells. Note that 


Results of 313 Precipitation Tests for Systemic Lupus 
Erythematosus Correlated with L. E. Cell 
Factor and Status of Patient 


Cases Nega- 
No 3+ tive 
Systemic iupus erythematosus, treated* 
30 1 7 4 28 
21 1 4 5 23 
Untreated in remission 
Untreated disease, active 


Diseoid lupus erythematosus 


With systemic manifestations ......... 5 1 

Without systemie manifestations ...... 2 1 13 
Rheumatoid arthritis (L. E. cell 

11 1 6 2 5 
cs 3 1 3 
Glomerulo.ephritis (acute and ehronie).. 7 1 6 
2 2 1 
Congestive heart failure 1 
Tuberculosis, active ......cccccccsccsecses 1 1 1 
Miscellaneous diseases 31 35 


* Either steroids and/or antimalarials. 


in 27 such patients who had 37 tests, 22 of the tests 
were completely negative, in contrast to 100% posi- 
tive results in Jones’ 13 similar cases. The reaction, 
it is true, as emphasized by the originators of it, 
does tend to become negative with spontaneous or 
therapy-induced remissions. The other important 
point to note from the table is that the incidence 
of positive results in patients with classic rheuma- 
toid arthritis with negative L. E. cell tests was as 
great as in the patients with typical systemic lupus 
erythematosus. All the other positive results are 
listed in the table, including the large number in 
patients with Laennec’s cirrhosis. 

An attempt was made to determine whether this 
precipitation test correlated with any of the other 
routine laboratory tests. One hundred sixty patients 
had total protein and albumin globulin ratios de- 
termined by the salt fractionation method (Howe 
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or Wolfson), and cephalin cholesterol flocculation 
and thymol turbidity tests were also done. These 
were performed within a week of the precipitation 
( p-toluene-sulfuric acid) and L. E. cell prepara- 
tion tests. The only correlation found was that 
whenever a positive precipitation test was present 
(1+ or more), hyperglobulinemia was almost in- 
variably present. The precipitation test was always 
negative if the total globulin levels were normal. 
Unfortunately in half the cases of hyperglobuline- 
mia, the precipitation test was negative, so it had 
no value as a screening test for hyperglobulinemic 
states. There was no correlation between cephalin 
cholesterol flocculation or thymol turbidity and 
this test. Total cholesterol level determinations in 
26 patients did not correlate with the precipitation 
reaction. It is our impression that the test is com- 
pletely nonspecific. It is of value only when posi- 
tive, and then it indicates the presence of hyper- 
globulinemia. As a diagnostic procedure for sys- 
temic lupus erythematosus, it should be abandoned. 


Epmunp L. Dusois, M.D. 

SAMUEL ROSENFELD, M.D. 

ALICE Ontomo, B.S. 

University of Southern California 
School of Medicine 

Los Angeles 33. 


MISUSE OF DRUGS 


To the Editor:—Recent information reveals that a 
potentially serious situation may be developing in 
regard to the proper use of the two formulations 
of the new antibiotic kanamycin (Kantrex) which is 
currently available on the U. S. market. 

To clarify the differences two points should be 
emphasized: 1. Kantrex Intramuscular is the only 
dosage form available for the treatment of systemic 
infections caused by kanamycin-sensitive micro- 
organisms. 2. Kantrex capsules are indicated solely 
for preoperative intestinal antisepsis and for the 
treatment of local infections caused by kanamycin- 
sensitive micro-organisms—and not for systemic use, 
since the formulation for oral use is not absorbed 
from the gastrointestinal tract. 

Although the above information has been the 
subject of a recent letter sent to 145,000 practicing 
physicians in the United States, it seems desirable 
to bring the problem to the attention of the readers 
of THE JourNAL. By this means it should be possible 
to identify the precise use of the new antibiotic to 
the medical profession of this country and thereby 
prevent the improper use of Kantrex capsules in the: 
treatment of patients critically ill with systemic 
infections. 


H. Mann, M.D. 
Bristol Laboratories Inc. 
630 Fifth Ave. 
New York 20. 
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THE LEISURE CORNER 


PLAYING THE MODERN ORGAN 


Many new channels have opened up in the field 
of music in recent years. The modern organ now 
meets demands never before associated with this 
instrument. Its range and repertoire have been con- 
siderably broadened, and its versatility is so exten- 
sive that it startles those persons who have never 
had any formal musical training. Many physicians 
would like to play a musical instrument; many go 
through life without learning to play; others start 
when they are very young. An increasing number 
of physicians, however, turn to music in their ma- 
ture years, many selecting the organ because it is 
a practical instrument for home use, it is easy to 
play, and it gives complete relaxation. 

Probably the earliest form of the organ (in use in 
500 B. C.) was an instrument the Greeks called the 
Pipes of Pan. This instrument consisted of hollow 
tubes of different lengths, and the player blew into 
or across the open upper-ends of the pipes. About 
three centuries later, Ctesibius of Alexandria con- 
structed an instrument in which air was forced into 
the pipes by means of water power. Byzantium was 
the first city to become an important center for 
building organs. It was here that the pneumatic 
organ, with wind furnished by bellows, was first 
used. Along about 600 A. D., during the time of 
Pope Vitalian I, the church organ came into use. 
Then, between the 14th and 19th centuries, the 
Germans took a keen interest in the building of 
organs. In the United States, the first American 
organ played by electrical power was introduced at 
the Centennial Exposition in Philadelphia in 1876. 

The reed organ, better known as the harmonium 
or melodeon, was a common instrument in the 
churches and homes of the country districts during 
the latter part of the last century. The tones, rang- 
ing from low to high were made by one or more 
series of different-sized reeds, similar to those found 
in the accordion or the harmonica. The keys opened 
valves to let air into the reeds. The pressure of the 
air was maintained by pumping up and down on 
two pedals. Present-day harmoniums are blown 
with a suction blower similar to that found in a 
larger pipe organ. 

In general, the pipe organ is the largest and most 
powerful of all musical instruments. Any type of 
music can be played and most orchestral tones may 
be simulated. Instrumental tones such as those be- 
longing to the violin, cello, double bass, clarinet, 
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trumpet, oboe, bassoon, English horn, and saxo- 
phone may be duplicated, not to mention those 
which belong to the organ alone. The modern organ 
is probably the easiest of all instruments to play. 
One does not have to practice for long hours, and 
in a matter of minutes you find yourself playing 
simple tunes. The reason for this is that the instru- 
ment maintains sustained tone; press a key, and the 
tone remains until you release it. One-finger tunes 
sound surprisingly attractive for this reason, and it 
allows for delay between notes. Moreover, it per- 
mits a beginner to search for the next note without 
incurring a feeling of self-consciousness. 

Any type of music you like may be played, in- 
cluding classical, jazz, folk tunes, church music, 
waltzes, fox-trots, rumbas, and the like. It is possible 
to simulate the score of a musical instrument if a 
song sounds best on any particular instrument. All 
of the string, woodwind, and bass instrument 
tones are right at your finger tips, to be employed 
individually, together, or in full orchestra. In addi- 
tion to the basic instruments, one can blend thou- 
sands of fascinating tones, and it is this type of 
“flavoring” that results in much pleasure in playing 
the modern organ. 

Modern organs are light in weight and can be 
moved readily from one room to another. Al] one has 
to do is unplug the console and tone equipment. 
There is very little maintenance cost after several 
years. Even the amount of electrical current used 
is extremely low. The modern organ uses electric 
amplification to increase the volume of sound and 
has three factors in common with the pipe organ: 
1. The tone may be sustained or held for as long a 
time as wanted. 2. The sound may also be increased 
or decreased while being sustained. 3. The same 
kind of range of tone-volume from soft to loud is 
found in both instruments. These three factors make 
the electronic organ sound like the pipe organ, and 
many electronic organs are used in their stead. A 
primary difference, however, is that the electronic 
organ tone, always heard through loud speakers, 
makes good ensemble or group effects. 

Electronic instruments utilize radio tubes to make 
the sound impulses louder. These impulses are put 
in motion by pressing down a key on the keyboard. 
In one type, an electric magnet is employed to 
catch the various speeds of impulses or vibrations 
which establish the different musical tones. A sec- 
ond type amplifies sound of the harmonium. Tone 
screws are placed above each reed, and these screws 
pick up the musical tones derived from the vibrating 
reed tongue. Still another type of electronic instru- 
ment amplifies sound by putting a small microphone 
inside the box of reeds. 


: 
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Finally, a brief comment about the structure of 
an organ. Its main parts consist of a keyboard, valve 
mechanism, pipe assembly, and a blower. When the 
player presses the keys an electrical impulse is 
conveyed to the valve mechanism which alters it 
into a pneumatic impulse, one made by air, and 
lets air into the pipes; the sound is then produced. 
The keyboard is set in a case called the console. 
Ordinarily there are several rows of keys, sometimes 
as many as six. These are known as manuals, for 
they are played with the hands. A six-manual organ 
is divided into the great organ, the swell organ, the 
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choir organ, the solo organ, the bombarde, and the 
echo organ. In addition, there is a pedal organ con- 
sisting of large wooden keys at the base of the 
console. These are played with the feet. The differ- 
ent sets of pipes are controlled by stop-knobs at the 
keyboard or stop-keys above the keyboards. Pipes 
vary from 0.5 in. to 32 ft. in length. Organs vary 
greatly in size, with the smallest having about 370 
pipes and the largest more than 40,000 pipes. The 
bigger the organ the larger the range of musical 
effects which it can play. Some organs are played 
with rolls, much like those of a player piano. 


BOOK 


REVIEWS 


Cerebral Palsy in Childhood: The Aetiology and Clinical 
Assessment with Particular Reference to the Findings in 
Bristol. By Grace E. Woods, M.D., D.P.H., D.C.H. With 
foreword by Peter Henderson, M.D., D.P.H. Cloth. $6.50. 
Pp. 158, with 42 illustrations. Williams & Wilkins Com- 
pany, Mount Royal and Guilford Aves., Baltimore 2; John 
Wright & Sons, Ltd., 42-44 Triangle West, Bristol 8, Eng- 
land, 1957. 

Most recent books on cerebral palsy have been 
mere reviews of the literature and therefore of 
relatively little scientific value. It is refreshing to 
find this publication based on clinical observations 
and presented in a factual manner. It is an elabora- 
tion of a doctorate thesis and is based on a study 
of 301 children with cerebral palsy. It presents the 
various types of cerebral palsy according to their 
clinical characteristics and attempts to correlate 
these with certain etiological factors. Although the 
case material is not large and the method of in- 
vestigation is retrospective, the study is, neverthe- 
less, critical and attempts to derive conclusions 
from the facts presented rather than to jam the facts 
into the framework of a preconceived notion. The 
material is presented logically. The author finds a 
high correlation between (1) spastic paraplegia and 
prematurity, (2) spastic hemiplegia and difficult or 
forceps delivery, and preeclampsia, and (3) athe- 
tosis and jaundice. He does not discuss treatment 
but limits himself entirely to etiological factors and 
symptoms. The literature is well reviewed, although 
misquoted in several areas. The book is well docu- 
mented with case reports and excellent photographs 
showing the various clinical syndromes. The statis- 
tics are of questionable validity, but this does not 
detract from the clinical implications. This is one of 
the best monographs yet written on the correlation 
between etiology and clinical syndromes in cerebral 


palsy. 


These book reviews have been prepared by petent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


Endocrine Pathology of the Ovary. By John McLean 
Morris, M.D., Associate Professor of Gynecology, Yale Uni- 
versity School of Medicine, New Haven, Conn., and Robert 
E. Scully, M.D., Clinical Associate in Pathology, Harvard 
Medical School, Boston. Cloth. $8.50. Pp. 151, with 75 illus- 
trations. C. V. Mosby Company, 3207 Washington Blvd., 
St. Louis 3, 1958. 

The authors have produced a valuable contribu- 
tion to the knowledge of ovarian pathology and 
gynecologic endocrinology. Such a book must of 
necessity be written by two trained observers 
thoroughly familiar with pathology and clinical 
gynecology. Only by such a team approach to the 
complex problem of presenting to other medical 
men the basic significance of the ovarian abnormal- 
ities here presented can a clear concept of what 
is known and what is still to be discovered be 
obtained. The material is clearly presented and 
begins with a review of the histology of the ovary 
from the fetus through the period of sexual matur- 
ity, including cell rests of adrenal cortex and male 
elements composed of Sertoli and Leydig cells 
found in the ovarian hilus. The embryology of the 
gonads and its significance in understanding various 
types of tumor formation is stressed together with 
hormone production and sexual differentiation, nor- 
mal and hermaphroditic. 

Hormone assays are discussed, and their value 
and limitations are frankly stated. A brief descrip- 
tion of the techniques used is included. Estrinism, 
defeminization, masculinization, and hyperadreno- 
corticism are described. Neoplastic and non-neo- 
plastic abnormalities of the ovary are adequately 
covered. A classification of functioning ovarian 
tumors which seems both clear and logical is pre- 
sented. The format of the book is simple, the type 
is clear and readable, and numerous valuable photo- 
micrographs make this a valuable reference work 
for the student, pathologist, and clinician wishing 
to compare these with slides from tumors not yet 
diagnosed. An extensive bibliography of the world 
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literature adds greatly to the value of this book for 
reference. A colored plate depicting the gross ap- 
pearance in cut section of the more important 
tumors, as seen at operation, would be valuable to 
the surgeon in some cases in deciding the proper 
surgical procedure. 


Forensic Medicine. By Keith Simpson, M.D., Reader in 
Forensic Medicine, University of London at Guy’s Hospital, 
London. [Third edition.] Cloth. $7. Pp. 352, with 138 illus- 
trations. Williams & Wilkins Company, Mount Royal and 
Guilford Aves., Baltimore 2; Edward Arnold ( Publishers ) 
Ltd., 41-43 Maddox St., London, W. 1, England, 1958. 


Although the laws quoted in this excellent book 
are those of England, Wales, and Scotland, the 
scientific procedures and reasonable inference to be 
drawn from such procedures are universal in appli- 
cation. The book was written for the practicing 
physician and for those beginning in the field of 
forensic medicine, but those adept in the subject 
can glean much from the author’s wide experience, 
which is sharply reflected in the pages. The book is 
divided into two major divisions: forensic medicine 
and toxicology. In neither section are minute de- 
tails for carrying out specific actions or tests de- 
lineated, although here and there one finds rather 
simple ones, such as laboratory tests for seminal 
fluid, outlined. In general, the author suggests that 
if one does not know what to do he should do 
nothing and contact someone who does know the 
proper handling of the material at hand. The book 
is adequate to enable a physician who has had no 
special training in forensic work to obtain knowl- 
edge so that he may assist the coroner or medical 
examiner. It is not the purpose of the book to make 
a well-rounded expert of the reader. Vignettes from 
the author's experience are generously used to illus- 
trate particular points. The section on toxicology is 
not analytical, since few tests are given. Unfortu- 
nately, the weights and measures referred to in this 
section are not in the metric system. The type is 
clear, and the illustrations, with few exceptions, are 
excellent. 


Essentials of Chemical Pathology. By D. N. Baron, M.D.., 
Reader in Chemical Pathology, Royal Free Hospital School 
of Medicine, London. Cloth. 25 shillings. Pp. 247, with 28 
illustrations. English Universities Press, Ltd., 102 Newgate 
St., London, E. C. 1, England, 1957. 

The scope of this small volume is limited to the 
essentials of chemical pathology (clinical biochem- 
istry to the American reader). This book was de- 
rived from a series of lectures given by the author, 
and its style is readable in a way not ordinarily 
found in textbooks and references. The discussion 
of each biochemical system is primarily directed at 
the normal chemistry of the system and then to the 
departures from normal that constitute pathological 
conditions. Quite properly for a book of limited 
scope, the more common abnormalities receive the 
most attention with only a brief reference to the 
rare though perhaps more interesting conditions. 
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This book is not concerned with laboratory pro- 
cedures, although the more common tests are out- 
lined in an appendix. The only details given are 
those that involve the patient or physician directly 
(i. e., diet or fasting, sampling times, and interpre- 
tation of results ). The details of the laboratory tests 
are not included. The author’s objective is to bridge 
the gap between academic biochemistry and appli- 
cation of chemical laboratory data to clinical prob- 
lems. It is primarily a textbook and should be of 
greatest value to the student for a review. Although 
it does not pretend to be comprehensive, it should 
prove useful to the practicing physician as a short 
reference volume, since it contains a great deal of 
information concisely stated and made easily acces- 
sible through a thorough index. The most serious 
weakness is the omission of any discussion of hemo- 
globin and iron metabolism. 


Lehrbuch der Gynikologie. Yon Prof. Dr. med. Heinrich 
Martius. Unter Mitwirkung von Kathe Droysen. Fifth edi- 
tion. Cloth. 49.80 marks; $11.85. Pp. 426, with 456 illustra- 
tions. Georg Thieme Verlag, Herdweg 63, (14a) Stuttgart, 
West Germany; [Intercontinental Medical Book Corporation, 
381 Fourth Ave., New York 16], 1958. 


Since the last three editions of this book have ap- 
peared at intervals of about two years, there have 
not been many changes in them. The table of con- 
tents of this new edition is identical with that of the 
fourth. The book is 12 pages longer and contains 
eight more illustrations. Since there has been sig- 
nificant progress in endocrinology in the past two 
years, the data on this subject have been brought 
up to date. Otherwise, the present and fourth edi- 
tions are almost identical. This is by no means a 
fault, because all the editions of this book have 
been excellent. Without doubt this edition will be 
as popular in German-speaking countries as its 
predecessors, because Martius is stil] the outstand- 
ing author of German textbooks of obstetrics and 


gynecology. 


Modern Treatment Yearbook 1958: A Yearbook of Diag- 
nosis and Treatment for the General Practitioner. Edited by 
Sir Cecil Wakeley, Bt., K.B.E., C.B. Cloth. $6. Pp. 312, with 
illustrations. Williams & Wilkins Company, Mount Royal and 
Guilford Aves., Baltimore 2; Published for Medical Press by 
Bailliére, Tindall & Cox, Ltd., 7 & 8 Henrietta St., Covent 
Garden, London, W. C. 2, England, 1958. 


This English compilation contains a series of ar- 
ticles covering practical aspects of diagnosis and 
treatment of common diseases encountered in med- 
icine, surgery, and obstetrics. The photographs are 
collected in a separate section in the middle of the 
volume, making reference to them somewhat cum- 
bersome. The topics discussed are well chosen and 
range from complications of head injuries to renal 
aspects of diabetes. The discussions are concise and 
adequate. The purpose of the book is to bring the 
general practitioner up to date on therapeutic pro- 
cedures of common disorders. This purpose has 


been admirably fulfilled. 
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BUSINESS PRACTICE 


The American Medical Association, in cooper- 
ation with the Sears-Roebuck Foundation, has pub- 
lished a brochure on the Business Side of Medical 
Practice. This brochure will be published serially, 
excluding the illustrations, some of the sample 
forms, and the artwork, in the Business Practice 
section of THE JouRNAL, in the interest of its read- 
ers.—Eb. 


SETTING UP PRACTICE 


To most young physicians, setting up medical 
practice is the long-awaited climax to years of 
study and work. The long, laborious preparatory 
period is over; the medical degree is won. “Now,” 
the young doctor tells himself, “all I have to do is 
hang out my shingle and begin practicing medi- 
cine.” 

He learns quickly that it is not always as simple 
as that. He discovers that he must make many im- 
portant decisions—decisions affecting his entire life 
and his success in the medical world. 

Within a relatively short interval, he must decide 
where to practice, determine the type of practice he 
wishes to develop, and solve the practical problems 
of establishing it. He must finance his practice, pur- 
chase equipment and supplies, find a home for his 
family, and establish the proper relationships with 
the official body granting him a license to practice 
and with hospitals and medical organizations. 

He finds he must attend to dozens of details and 
make countless decisions. Suddenly the man of 
science must deal competently with real estate peo- 
ple, bankers, lawyers, salesmen, suppliers, and some- 
times with painters, plumbers, electricians, and a 
host of other service people. For the first time, the 
physician comes up against the realization that if he 
wants to practice medicine, he must also be a busi- 
nessman. 

Reversing the Scientific Focus 


The long years of medical training prepare the 
physician for meeting medical problems he en- 
counters in caring for his patients but rarely equip 
him for handling the practical problems of setting 
up and conducting his practice. He gets little busi- 
ness training, yet the changing aspects of medical 
practice today call for an understanding of basic 
business principles and techniques. A generation or 
two ago setting up practice was simple. It involved 
only the purchase of a few surgical instruments and 
a few pieces of office furniture and the outfitting of 
a little black bag. Today the equipment and diag- 
nostic aids required in the modern medical office re- 
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quire a big financial outlay. Today’s doctor could 
hardly pay his office rent on what was considered 
a good monthly income 25 years ago. 


Striking the Proper Balance 


Ideally, a physician strives to seek the proper 
balance between the scientific and business aspects 
of medicine. The practice of medicine must never 
become a business, but there is a business side of 
medicine. The wise doctor realizes that, in estab- 
lishing his practice on a sound foundation business- 
wise, he actually is setting up a self-operating pat- 
tern which in the long run gives him more time to 
devote to the practice of medicine. 

The application of good management principles 
to the medical office is important to both the phy- 
sician and his patients. The doctor who ignores 
rudimentary business principles soon finds himself 
short of cash and beleagured by the income tax 
people. Furthermore, his patients today no longer 
are as indulgent about haphazard record-keeping, 
erratic billing, and the errors that creep into ineffi- 
cient systems. It’s only human nature for a patient 
to wonder if a physician who can’t keep his own 
office affairs in order is competent to make decisions 
regarding his life and health. 

Good management makes sense—for it means the 
doctor controls his practice, he doesn’t let the prac- 
tice run him! The dictionary calls management “the 
judicious use of a means to accomplish an end,” 
and, in the medical office, that end is giving more 
and better service to patients. Practice management 
calls for the application of the scientific approach so 
well known to the physician. It means that in solv- 
ing the problems of setting up and carrying on his 
practice the doctor considers all possibilities and 
makes the best decision in light of all circumstances. 
The result: a well-built practice which will run 
smoothly and with a minimum of attention to busi- 
ness detail later. 

This how-to-do-it manual, encompassing the 
views of a number of experts on medical practice 
management, is designed to help a physician build 
and conduct a successful practice. It is not a com- 
plete answer book but a guide to some of the pos- 
sible solutions to a physician’s practice problems. It 
is written to help a physician make his own deci- 
sions more intelligently and to put him on the track 
of other sources of information he may require. 

Ironically, the lack of management know-how 
among established physicians led to development of 
this publication. It is the outgrowth of a need which 
became apparent when the A. M. A. and the Sears- 
Roebuck Foundation prepared a medical facility 
planning guide for physicians in 1955. Its aim is to 
help physicians build practices successfully and 
rapidly, with a minimum of costly mistakes. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Nonspecific Granulomatous Disease of the Stom- 
ach: A Clinical Pathological Study. M. B. Gold- 
graber, J. B. Kirsner and H. F. Raskin. A. M. A. 
Arch. Int. Med. 102:10-24 (July) 1958 [Chicago]. 


Chronic granulomatous inflammation is a process 
initiated usually by a group of harmful agents 
which bring into defensive activity a specialized 
cellular mechanism—the reticuloendothelial system. 
The basic lesion contains at the periphery con- 
centric reticular fibers, while the center is occupied 
by epithelioid cells, with or without giant cells. 
Granulomatous inflammation has been found in a 
variety of apparently unrelated conditions, includ- 
ing infections, Hodgkin's disease, sarcoidosis, ma- 
lignant tumors, reactions to minerals and _ lipids, 
and the hyperergic state. The authors record 4 
cases of granulomatous disease of the stomach. 
One of them is classified as part of regional en- 
teritis; another, as part of the eosinophilic granu- 
loma syndrome; the 2 remaining cases are of an 
undertermined nature. The histopathological fea- 
tures encountered, namely, tissue eosinophilia and 
granuloma formation, seem to suggest an allergic 
state in both cases. In cytological studies giant cells 
were recovered from gastric washings in 3 of the 4 
patients. Cytological studies appear helpful in the 
diagnosis of granulomatous disease of the stomach. 


Arthritis Associated with Ulcerative Colitis: A 
Clinical and Pathological Study. E. G. L. Bywaters 
and B. M. Ansell. Ann. Rheumat. Dis. 17:169-183 
(June) 1958 [London]. 


The authors feel that the arthritis associated with 
ulcerative colitis has not been fully delineated, 
possibly because it is generally thought to be mere- 
ly rheumatoid arthritis occurring in ulcerative co- 
litis, rather than a special entity as suggested by 
Hench and others in 1935 and later. The authors 
review this problem on the basis of observations 
on 37 patients who had both arthritis and colitis 
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and 30 of whom were seen personally. In the ma- 
jority the colitis was of mild to moderate severity. 
The arthritis tended to be a recurrent mild and 
often migratory synovitis, localizing in 1 or 2 of 
the joints longest affected and frequently remitting. 
Only rarely did a severe generalized form of arth- 
ritis occur. Nodule formation with a persistently 
positive differential agglutination test was seen in 
only 2 patients. Roentgenographic changes did not 
differ from those seen in rheumatoid arthritis, al- 
though healing tended to occur more frequently 
and there was a moderately high incidence of 
sacroiliac involvement. In view of the nature of the 
arthritis, together with the negative differential 
agglutination test usually found, it is concluded 
that a separate form of arthritis is associated with 
ulcerative colitis. It is similar to that occurring 
acutely in erythema nodosum due to other causes, 
but it may last longer and may recur; in such cases 
chronic residual changes closely resembling those 
of rheumatoid arthritis may be seen. 


Renal Function in Patients Recuperated from Se- 
vere Hypertension with Treatment. A. Caeiro, 
G. Palmieri and C. Fierro. Rev. Asoc. méd. argent. 
72:45-51 (Feb.) 1958 (In Spanish) [Buenos Aires]. 


Eighteen patients with severe hypertension of 
varied etiology were observed. These patients were 
invalids because of cerebral and cardiac lesions. 
One patient had grave cardiac insufficiency, 5 pa- 
tients had severe essential hypertension, 7 had 
malignant hypertension, 2 had pyelonephritis, and 
3 had chronic nephritis; in addition, 1 patient had 
Cushing's syndrome. So far as renal function was 
concerned, 1 patient had grave renal insufficiency 
with uremia; 17 patients either did not have renal 
insufficiency or the insufficiency had been compen- 
sated. The renal function was studied in all the 
patients during the period of hospitalization and 
during the ambulant period of about 17 months 
after discharge from the hospital. In carrying out 
the treatment, the patients were placed on a diet 
for those with hypertension; 15 were given hypo- 
tensive drugs, 1 had a sympathectomy performed, 
and 2 were subjected to either a sympathectomy 
or an adrenalectomy in association with hypoten- 
sive drugs. All the patients showed a marked clin- 
ical improvement and were able to return to active 
life. In each case the eye fundus improved; the 
exudates, hemorrhages, and edema of the papilla 
disappeared. The size of the cardiac area remained 
unchanged, and the renal function did not change. 
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According to blood pressure readings, the systolic 
pressure was lowered from 201 to 149 mm. Hg and 
the diastolic pressure from 124 to 91 mm. Hg. The 
2 patients with pyelonephritis died several months 
after having had a marked improvement in the 
malignant symptoms of hypertension. One patient 
died of a cerebrovascular hemorrhage and another 
of renal insufficiency. The results of this study show 
that the actual treatment of severe hypertension 
by means of diet and either hypotensive drugs or 
hypotensive operations or both causes reversibility 
in the symptoms of invalidism and in the malignant 
phase of the disease. The treatment is symptomatic. 
It does not modify the natural course of the disease. 


Haemophilia-Like States in Girls. A. J. Quick and 
C. V. Hussey. Lancet 1:1294-1298 (June 21) 1958 
[London]. 


The authors had available for repeated studies 
4 girls with a bleeding condition resembling hemo- 
philia. The first patient was noted to bruise easily 
in early infancy, but her first serious bleeding oc- 
curred at the age of 18 months when she cut the 
frenum of her upper lip. At 3 years she had a large 
hematoma on the medial aspect of her left thigh 
and a swollen knee. She required several trans- 
fusions. Hemophilia was diagnosed on the basis of 
the normal prothrombin time and a_ prolonged 
clotting time. These findings were confirmed when, 
in addition, a very poor consumption of prothrom- 
bin was found. No correction was observed when 
the patient's blood was mixed with that of a known 
hemophiliac. Physical examination was normal ex- 
cept for old ecchymotic spots, a hematoma on her 
right elbow, and swelling of the sole of her right 
foot. When she was last seen at the age of 10 years 
her blood was studied, and the same tests were run 
simultaneously on the blood of a patient known to 
have severe hemophilia. No deformity, enlarge- 
ment, or limitation of movement of any joint was 
found, but when the right knee was flexed, a sharp 
click was constantly heard. True hemarthrosis was 
not shown on roentgenography. Most of the severe 
bleeding was intramuscular. The bleeding disorder 
in this child is indistinguishable from classical 
hemophilia, except that the family history is nega- 
tive. For this reason, the cause of her condition is 
best explained by mutation, but this is speculation, 
and proof can only be established by her offspring. 
All her sons should be bleeders and all her daugh- 
ters carriers, if this assumption is correct. 

The second patient, in addition to defective con- 
sumption of prothrombin and defective generation 
of thromboplastin, had a prolonged prothrombin 
time. Her disease was similar to, or probably iden- 
tical with, the entity recently named “Stuart clot- 
ting defect.” The third and fourth patients had a 
normal prothrombin time but a very prolonged 
bleeding time, defective consumption of prothrom- 
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bin, and faulty generation of thromboplastin. The 
suggested name “pseudohemophilia B” has been 
tentatively accepted to designate this disease. A 
bleeding disorder in a girl is especially serious, 
because little is known about the hemostatic con- 
trol of menstrual bleeding. Nearly all the women 
with a hemophilia-like condition have been more 
than 20 years old when they were first studied, 
suggesting that their bleeding was relatively mild. 
Some of these patients have normal menstruation. 


The Clinical and Histologic Spectrum of Pyelo- 
nephritis. G. E. Schreiner. A. M. A. Arch. Int. Med. 
102:32-40 (July) 1958 [Chicago]. 


Surveys have shown that less than 1 in 5 cases of 
pyelonephritis is diagnosed before death. This sit- 
uation obtains not only because of the prolonged 
and insidious nature of the disease but also be- 
cause of its protean clinical manifestations. Pyelo- 
nephritis is one of the great imitators. The present 
study presents a brief classification of pyeloneph- 
ritis, a review of known etiological and bacteriolog- 
ical factors, a description of the histological 
spectrum of the lesion produced in the kidney 
(which has been gathered largely from living pa- 
tients by means of renal biopsy), and a survey of 
the clinical spectrum of pyelonephritis. The author 
decries the use of vague or erroneous terms, point- 
ing out that pyelitis, if used correctly, should be 
limited to an inflammatory process confined to the 
epithelium of the renal pelvis. Pathological studies 
have shown that this lesion must be an exceedingly 
transient one. Focal inflammatory reaction in the 
renal parenchyma is present almost invariably 
when the epithelium of the renal pelvis has been 
invaded by bacteria. This term has done harm; by 
its implication of a superficial infection, it promotes 
a sense of security which is unwarranted in the 
initial phase of pyelonephritis. 

In a simple classification pyelonephritis is di- 
vided, first, into 3 stages: acute, chronic, and healed. 
Secondly, it is classified as to its effect on the 
kidneys as atrophic or nonatrophic, depending on 
whether the size of one or both kidneys has been 
altered with the scarring process. Third, the disease 
may be unilateral or bilateral, a fact not always 
easy to ascertain. Fourthly, pyelonephritis is classi- 
fied as primary if no known etiological condition 
is present to explain its genesis or secondary if it 
occurs after one of the known causes of pyelo- 
nephritis. 

With increasing use of antibiotics, pyelonephritis 
in many hospitals has approached respiratory dis- 
ease as the most important infectious disease, and 
recently in several hospitals it has exceeded the 
incidence of respiratory infection. Scars of pyelo- 
nephritis have been reported in as high as 20% of 
the hospital population randomly sampled at au- 
topsy. The author gives the following list of etio- 
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logical factors in secondary pyelonephritis: instru- 
mentation, altered nephron architecture (intrarenal 
obstruction), extrarenal obstruction, pregnancy, 
diabetes, calculus or nephrocalcinosis, congenital 
anomaly, trauma, hypogammaglobulinemia, pro- 
perdin deficiency, defective general resistance, and 
foci of infection—a source of bacteremia. The his- 
tological spectrum of pyelonephritis, largely gath- 
ered from biopsy material, is presented. Twenty- 
one different presenting syndromes are briefly de- 
scribed and represent the clinical spectrum of 
chronic pyelonephritis. 


Waldenstriém’s Macroglobulinemia: Clinical and 
Pathological Report of a Case Resembling Multiple 
Myeloma. J. W. Hampton. New England J. Med. 
258:1293-1296 (June 26) 1958 [Boston]. 


The author reports on a 68-year-old patient with 
the classic features of Waldenstrém’s macroglobu- 
linemia who was admitted to the Medical Center 
of the University of Oklahoma in Oklahoma City. 
The patient had progressive pancytopenia, hyper- 
globulinemia, and a hemorrhagic disorder. There 
was a macrocytic normochromic anemia with an 
increased number of reticulocytes, a relative lymph- 
ocytosis, and a reduced number of platelets. The 
clot-retraction time was prolonged, and the petechi- 
ometer test was positive, but the bleeding, pro- 
thrombin, and clotting times were normal. The 
urine was negative for the Bence Jones protein 
test. Hyperglobulinemia and abnormal cephalin 
flocculation were notable. The bone marrow con- 
tained large mast cells in which dense nuclear 
chromatin was irregularly clumped with pale- 
staining nucleoli. Biopsy of an axillary lymph node 
was performed, and the findings were interpreted 
as indicating reticulum-cell hyperplasia. Because 
of the tentative diagnosis of multiple myeloma, 
urethan was prescribed but was ineffective. Hemor- 
rhage continued to be a problem, and transfusions 
were frequently given. The failure to demonstrate 
skeletal lesions and the unusual appearance of the 
bone-marrow aspirations suggested the possibility 
of Waldenstrém’s macroglobulinemia. The Sia 
water test subsequently carried out gave positive 
results. A heavy white flocculum, formed when a 
drop of the patient’s serum was added to distilled 
water, prompted an analysis of the serum by ultra- 
centrifugation. Twenty per cent of the total protein 
was shown to be a macroglobulin with a Svedberg 
constant of 19. The patient died after an illness of 
only 8 months’ duration, death resulting from a 
massive intracranial hemorrhage. On gross and 
microscopic postmortem examinations the most 
striking finding was the widespread presence of 
hemorrhages involving all organs. 

Treatment for Waldenstrém’s macroglobulinemia 
was unsatisfactory in this patient and in others 
whose cases were collected from the literature. 
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Splenectomy and the administration of urethan and 
antimetabolites useful in leukemia have all been 
tried. At best there is only temporary reversal of 
some of the clinical manifestations. Supportive 
therapy, especially transfusions to relieve the pro- 
found anemia, is recommended. 


Phenprocoumon (Marcumar): I. An Agent for 
Short-Term Anticoagulant Therapy. E. McC. Priest 
and H. G. Pauli. Am. J. Cardiol. 2:61-70 (July) 1958 
[New York]. 


Koller and Jakob reported from Switzerland in 
1953 that the prothrombin time value and blood 
factor 7 can be maintained at a constant level with 
phenprocoumon (Marcumar). Data regarding this 
drug have appeared in the European literature, but 
phenprocoumon is little known in this country. 
Priest and Pauli describe observations on 160 pa- 
tients who received phenprocoumon as an agent 
for short-term anticoagulant treatment in the Henry 
Ford Hospital in Detroit. The effects of different ini- 
tial doses of phenprocoumon were studied in 134 
patients. The drug proved to be a potent anticoag- 
ulant. Thirty to 36 mg. of phenprocoumon produced 
the desired hypocoagulability of the blood as 
promptly as an initial dose of 51 mg., when these 
doses were followed on the second and third day, 
depending on findings in the Quick test, by doses 
which ranged up to 9 mg. After therapeutic levels 
(prothrombin complex time, 25 to 35 seconds) had 
been reached, these were maintained with daily 
doses of phenprocoumon of 3 or 4.5 mg. Both low 
and excessively high prothrombin time values were 
only rarely encountered with this dosage range. 
Thus, in general, the desired depression of the blood 
clotting mechanism was easily maintained. 

The incidence of hemorrhagic complications was 
3.75%. Vitamin K, (Mephyton or Konakion) was an 
effective antagonist against undue depression of 
the blood clotting mechanism. These findings were 
compared with those reported by the Swiss work- 
ers and by American and British students. It is con- 
cluded that phenprocoumon is an effective agent 
for short-term anticoagulant therapy and that se- 
lected therapeutic prothrombin time values can be 
maintained with comparative facility. 


Familial Mediterranean Fever. H. Heller, E. Sohar 
and L. Sherf. A. M. A. Arch. Int. Med. 102:50-71 
(July) 1958 [Chicago]. 


The authors describe a disease which they de- 
fine as a heredofamilial syndrome of undertermined 
pathogenesis in persons of Mediterranean stock; it 
becomes manifest, as a rule, in infancy or ado- 
lescence and is characterized by short recurrent 
bouts of fever accompanied by pain in the abdo- 
men or chest or one or more multiple joints, singly 
or in various combinations. Sometimes erysipelas- 
like erythemas appear. A certain number of cases 
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terminate fatally through supervening renal in- 
volvement. This is not a new disease, nor were the 
authors the first to describe it. Typical examples 
have been described especially in French papers 
of the last decade. Various names have been 
attached in the case reports, the best known of 
which are probably “benign paroxysmal peritonitis” 
ind “periodic disease.” With the aid of certain 
diagnostic criteria, the authors selected out of a 
mass of heterogeneous observation cases charac- 
teristic of a syndrome to which they applied the 
‘erm “familial Mediterranean fever.” To these cases 
‘hey added 74 new ones observed by themselves. 

The entity is of rather frequent occurrence with 
definite heredofamilial features among ethnic 
sroups of Mediterranean stock. The authors de- 
scribe the clinical picture and the laboratory find- 
ings of the syndrome, its chronicity, and its char- 
acteristic recurrent attacks of fever, with painful 
manifestations in abdomen, thorax, joints, and 
skin. In a certain percentage of cases the relentless 
course and the frequent renal involvement termi- 
nate in amyloidosis and death. Data on the path- 
ological anatomy, etiology, and pathogenesis are 
meager, and the authors give reasons why they 
consider the disorder as belonging to the group of 
racially linked heredofamilial diseases with an in- 
born biochemical error. The clarification of the 
many problems in the etiology and pathogenesis of 
the disorder will be advanced by its recognition 
as a separate entity, distinct from the various con- 
ditions described as “periodic disease.” Comment- 
ing on the term “benign paroxysmal peritonitis,” 
the authors say that the disorder is far from benign 
and that it is not acceptable to place the entire 
emphasis on the abdominal crises. The term 
“familial Mediterranean fever” is suggested as a 
solution to the problem of terminology until more 
basic etiological and pathogenetic facts become 
known. 


SURGERY 


Control of Complete Heart Block by Use of an 
Artificial Pacemaker and a Myocardial Electrode. 
W. L. Weirich, M. Paneth, V. L. Gott and C. W. 
Lillehei. Circulation Res. 6:410-415 (July) 1958 
[New York]. 


The combined use of an artificial pacemaker and 
a myocardial wire electrode has been demonstrated 
to be an effective method of controlling the heart 
rate at low voltages and low-current amplitudes. 
The cardiac output and mean aortic pressures of 
dogs have been restored to preblock levels through 
the application of repetitive electric stimuli to the 
ventricular myocardium. No complications from 
insertion or removal of the wire in the myocardium 
were noted. The heart rates of 18 patients with 
complete heart block after closure of septal defects 
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have been successfully controlled with this method. 
This effective control of postsurgical heart block 
has been the single most important contribution to 
the rapidly decreasing mortality of open heart 
surgery. 


The Treatment of Congenital Aortic Stenosis with 
Valvotomy During Cardiopulmonary Bypass. F. C. 
Spencer, C. A. Neill and H. T. Bahnson. Surgery 
44:109-124 (July) 1958 [St. Louis]. 


The authors present their experiences with car- 
diopulmonary bypass in the surgical treatment of 
12 patients with congenital aortic stenosis. This 
lesion is receiving more attention because of the 
possibility of operating on these patients under di- 
rect vision. The earlier treatment with dilators intro- 
duced through the ventricle without direct vision 
was not generally satisfactory because of the fibrous 
type of stenosis encountered and because of the 
danger of producing aortic insufficiency. The in- 
terest of these authors in the surgical treatment of 
this lesion has recently heightened because of the 
sudden death of children with few preceding symp- 
toms or signs other than electrocardiographic ab- 
normalities and because of the increasing convic- 
tion that fibrous stenosis in children progresses to 
calcific stenosis in adults with worsened prognosis 
and decreased possibilities of adequate surgical 
treatment. There were 11 males and 1 female in the 
series. The ages at operation ranged from 3 to 19 
years; 1 patient was under 5 years, 1 between 5 
and 10 years, 6 between 10 and 15 years, and 4 
over 15 years. The patients had been followed 
preoperatively in the Harriet Lane Home cardiac 
clinic in Baltimore for between 1 and 19 years; 6 
patients had been followed for more than 5 years. 
A cardiac murmur was detected during the first 
year of life in all but 3 patients in whom it was 
heard at 2, 3, and 5 years respectively. Most pa- 
tients were completely asymptomatic during in- 
fancy and early childhood. 

The 12 patients with congenital aortic stenosis 
were successfully treated by incision of the stenotic 
area during cardiopulmonary bypass with potas- 
sium-induced cardiac arrest. The stenosis was val- 
vular in § patients and subaortic in 4. All the pa- 
tients were diagnosed preoperatively as having 
aortic stenosis, but in only 1 of the 4 subvalvular 
cases was the exact site of stenosis recognized. In 
retrospect the diffuse quality of the systolic thrill, 
the presence of left axis deviation, and the presence 
of a greater degree of cardiomegaly than usual 
may all be possible‘ pointers to a subvalvular site. 
Ventricular fibrillation in 6 of the 12 patients was 
easily treated with electrical defibrillation. Fused 
commissures were present in each stenosed valve; 
these were opened by incision along the center of 
the fused commissure. The type of commissural 
fusion was surprisingly similar in all 8 patients with 
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valvular stenosis. Moderate insufficiency followed 
valvotomy in 2 patients. The results indicate that 
aortic valvotomy may be done with cardiopul- 
monary bypass with low risk and satisfactory re- 
sults. Early operation should be considered in chil- 
dren with symptoms and progressive changes in 
the electrocardiogram of left ventricular hyper- 
trophy with ST depression and flattening or inver- 
sion of T waves over the left precordium. 


Clinical and Hemodynamic Observations in Pure 
Mitral Insufficiency. J. Ross Jr., E. Braunwald and 
A. G. Morrow. Am. J. Cardiol. 2:11-23 (July) 1958 
[New York]. 


Mitral insufficiency not accompanied by other 
valvular lesions is relatively uncommon. This re- 
port is concerned with the clinical and hemody- 
namic findings in 23 patients with pure mitral in- 
sufficiency. Electrocardiographic, roentgenographic, 
and clinical features in the 10 patients with pul- 
monary hypertension are contrasted with findings 
in the patients without pulmonary hypertension. In 
the former group pulmonary vascular resistance 
was elevated, and clinical evidence of right heart 
failure was frequently present. In general, marked 
fatigability was noted in patients with abnormally 
low resting cardiac outputs. The left atrial pressure 
pulse contour was characteristic in 20 patients; 
similar changes in the left atrial pressure contour 
occurred in the remaining 3 patients after the in- 
fusion of arterenol. Left atrial pressure contour 
analysis proved to be of considerably greater diag- 
nostic value than analysis of the pulmonary capil- 
lary wedge pressure tracing. Left atrial Z-point 
pressures were significantly elevated in 17 of the 
23 patients, and left ventricular and diastolic pres- 
sures were elevated in 7 of the 12 patients. Histolog- 
ical examination of the lungs in 4 patients with 
pulmonary hypertension showed extensive prolifera- 
tive changes in the pulmonary vasculature. 


Pulmonary Tuberculosis and Peptic Ulcer. E. Wain- 
gortin and H. J. Lorge. Dis. Chest. 34:55-59 (July) 
1958 [Chicago]. 


The authors analyze observations on 27 patients 
with pulmonary tuberculosis at the Worcester 
County Sanatorium, Worcester, Mass., in whom 
peptic ulcer was demonstrated either before ad- 
mission or during the course of hospitalization. 
Roentgenologic proof of the ulcer was available 
in all cases. The patients are divided into 4 groups. 
The first group includes 12 patients in whom tuber- 
culosis developed after surgical treatment for peptic 
ulcer; 9 had been subjected to total or subtotal 
gastrectomy, 2 to gastroenterostomy, and 1 to 
“closure” of a gastric ulcer, but this patient re- 
quired gastrojejunostomy at a later admission. The 
interval between abdominal surgery and onset of 
tuberculosis ranged from less than 1 year to 37 


years. In the second group of 4 patients gastro- 
intestinal symptoms appeared after surgical treat- 
ment of pulmonary tuberculosis by thoracoplasty. 
The interval between operation and discovery of 
the peptic ulcer varied from 4 months to 7 years. 
There were 3 duodenal ulcers and 1 gastric ulcer. 
These patients also had received chemotherapy 
including p-aminosalicylic acid before the onset of 
abdominal symptoms. In 1 patient a gastric ulcer 
developed in the wake of cortisone therapy for 
severe rheumatoid arthritis. The third group in- 
cluded 7 patients in whom pulmonary tuberculosis 
preceded the onset of peptic ulcer; the latter was 
discovered at autopsy in 3. Six patients had re- 
ceived oral chemotherapy before the ulcer mani- 
fested itself. In the 4 patients of the fourth group, 
as in the first, the ulcers, 1 gastric and 3 duodenal, 
preceded the onset of tuberculosis, but the treat- 
ment of the ulcer was medical rather than surgical. 

The authors believe that tuberculous patients, in 
whom gastrointestinal symptoms develop after 
thoracic surgery, oral chemotherapy, and espe- 
cially after p-aminosalicylic acid medication, should 
be investigated for peptic ulcer. Patients in whom 
gastrectomy is to be carried out for peptic ulcer 
should have chest x-ray films made before opera- 
tion. If a pulmonary lesion is found, the presence 
of active tuberculosis should be investigated, and 
after the operation the pulmonary lesion should be 
kept under careful observation, not only during the 
immediate postoperative period but also later. 
Finally, a chest x-ray film should be part of the 
check-up examinations of all patients who have 
undergone gastrectomy. 


Intrarenal Arteriovenous Fistula with Hypertensive 
Cardiovascular Disease: Review of the Literature. 
F. Milloy Jr., E. H. Fell, R. F. Dillon and A. M. 
Zayas. Am. J. Surg. 96:3-11 (July) 1958 [New York]. 


Arteriovenous fistulas of the renal vessels are of 
particular interest because of their ability to pro- 
duce not only the systemic effects of an arterio- 
venous fistula but also, theoretically, those of a 
Goldblatt kidney. That intrarenal arteriovenous 
fistula is a rare lesion is proved by the fact that the 
authors were able to find only 11 cases reported in 
the literature; 6 of these were congenital, 4 were 
acquired, and 1 was of undetermined etiology. 
They believe that the case observed by them is the 
12th recorded of intrarenal arteriovenous fistula and 
the 3rd of traumatic etiology. 

The patient was a 32-year-old woman who was 
hospitalized because of dizziness and headaches of 
8 years’ duration, ankle edema, and easy fatigability 
of 5 months’ duration. More recently she had also 
noted vague substernal pain. She had been treated 
for high blood pressure for 6 years. Her past history 
included a story of having injured herself in the 
left flank when she fell on a knife at the age of 10. 
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At the time of this accident the bleeding was 
stopped by means of a skin clip. Because of the 
heart failure and decreasing cardiac reserve, sur- 
gical intervention was elected. The left kidney was 
explored. The renal artery and vein were dissected 
as far as possible into the substance of the kidney 
hilus in the hope that the fistula couid be identified 
and closed without nephrectomy. When it became 
apparent that the fistula was well within the kidney 
parenchyma, nephrectomy was performed. The pa- 
tient had an uncomplicated postoperative course. 
Today she no longer has symptoms of cardiac fail- 
ure. However, her blood pressure has remained 
moderately elevated during the first postoperative 
year. 

Although arteriovenous fistulas of other systemic 
vessels do not produce a significant hypertension, 
those of the renal vessels may. Clinical opinion in- 
dicates that there may be ischemia distal to an 
arteriovenous fistula, and experimental evidence 
indicates that there is ischemia and decreased pulse 
pressure distal to an arteriovenous fistula. The 
authors believe that the hypertension associated 
with renal arteriovenous fistula, particularly of ac- 
quired etiology, may be on the basis of a Goldblatt 
effect resulting from the altered renal hemody- 
namics produced by the fistula. 


Splenic Arterial Aneurysm. J. N. Ward-McQuaid. 
Brit. M. J. 2:1448-1452 (June 21) 1958 [London]. 


The most common pathogenetic factor in splenic 
artery aneurysm is arteriosclerosis followed, in 
order of frequency, by embolic phenomena, portal 
hypertension, congenital causes, trauma, and infec- 
tion. Five cases of operative removal of splenic 
aneurysms are reported. One death followed rup- 
ture of an aneurysm, and 1 recovery after rupture 
is reported in a pregnant woman. In the 3 patients 
with unruptured aneurysms, the diagnosis was 
made by the roentgenologist prior to operation, 
and these patients survived. The treatment of 
choice in this condition is resection of the artery 
and splenectomy. 


Acute Emphysematous Cholecystitis: A Case Re- 
port and Review of the World Literature. A. Edin- 
burgh and A. Geffen. Am. J. Surg. 96:66-75 (July) 
1958 [New York]. 


The authors are concerned with the clinical and 
pathological entity that has been described under 
such terms as “acute pneumocholecystitis,” “pyo- 
pneumocholecystitis,” “acute gaseous cholecystitis,” 
“gas gangrene of the gallbladder,” and “emphy- 
sematous cholecystitis.” They present a new case 
and review the 49 cases previously reported in the 
literature. A 62-year-old woman was hospitalized 
with a 4-to-5-day history of severe, intermittent 
abdominal pain in the right upper quadrant asso- 
ciated with interscapular radiation. She had been 
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receiving antibiotic therapy at home for several 
days. Seven or 8 years previously attacks of epi- 
gastric pain had developed, radiating to the inter- 
scapular area. Since then these attacks had re- 
curred intermittently, usually clearing within 24 
hours. Roentgenologic examination of the abdomen, 
particularly of the gallbladder region, revealed gas 
within the lumen and the walls of the gallbladder. 
Emphysematous cholecystitis was thought of, since 
roentgenologic examination on the following day 
again showed the gallbladder filled with gas which 
extended into the wall. The film taken with the 
patient erect showed a fluid level within the gall- 
bladder. Mottling within the lumen was suggestive 
of radiolucent calculi. Films taken 2 weeks later 
showed a decrease in the amount of air in the 
gallbladder. The patient never appeared acutely 
ill. 

The patient was readmitted 6 weeks after the 
onset of the acute attack for an operation. A large 
inflammatory mass was found to occupy the right 
subhepatic space, and a subhepatic pericholecystic 
abscess was suspected. The omentum was sepa- 
rated from the liver in the vicinity of the gallblad- 
der, which was not immediately visualized. An 
abscess containing a few ounces of pus was en- 
tered. When the abscess cavity had been evacuated, 
a structure resembling the gallbladder could be 
seen lying freely within it. When lifted out, this 
structure was found to be the gallbladder contain- 
ing stones. There were no stones in the perichole- 
cystic abscess. The gallbladder apparently had not 
grossly perforated. A catheter was placed down to 
what appeared to be the cystic duct and was 
sutured in place. A cigarette drain was also placed 
in the abscess cavity. The patient was discharged 
after 16 days. 

Of the 49 cases of acute emphysematous chole- 
cystitis in the literature, only 7 were reported be- 
fore 1940. Bacteriological studies revealed a wide 
range of organisms. Anaerobic cultures, despite 
their importance, were not taken in at least 11 
instances. Clostridium organisms were noted in 
about 40% of the cases, and Escherichia coli in 30% 
of those in which cultures were taken. Acute 
emphysematous cholecystitis is a rare pathological 
condition of the gallbladder, characterized by the 
growth of gas-producing organisms within that 
organ, the seat of an acute cholecystitis. The pre- 
senting clinical picture is usually indistinguishable 
from that of an acute cholecystitis. The diagnosis is 
made by roentgenologic studies of the abdomen, 
which demonstrate the gallbladder distended with 
air in its lumen and within its wall. Operation with- 
in the first 24 to 72 hours after onset of symptoms, 
with cholecystectomy, if technically feasible, is the 
treatment of choice. However, conservative man- 
agement with the use of large doses of antibiotics 
has led to satisfactory results in the few patients so 
treated. 
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Stump Carcinoma Following Gastric Resection for 
Ulcer. C. DeBray, M. Bouvry and P. Roches. 
Schweiz med. Wchnschr. 88:631-634 (June 28) 1958 
(In German) [Basel, Switzerland]. 


The authors discuss the problem of stump car- 
cinoma after gastric resection for peptic ulcer. 
Eleven cases observed since 1950 at the Hospital 
Bichat, Paris, and 113 cases collected from the 
literature comprise this report. The interval be- 
tween resection and the occurrence of symptoms 
ranged between 5 and 37 years, with a mean av- 
erage of 14.9 years. Dysphagia constantly appeared 
as the initial symptom and was associated with 
regurgitation and other elements of the esophageal 
syndrome, such as retrosternal pain and excessive 
salivation. A relapse with long symptom-free in- 
tervals was not uncommon. Hematemesis was the 
initial sign in 4 instances. Asthenia, emaciation, 
and anemia were present at the first indication of 
difficulty. A palpable tumor was a late symptom, 
and anemia was recognizable only when it was 
quite severe. The source of carcinoma of the stump 
was often difficult to determine. In 49 of the 113 
cases reviewed, it arose from the stump itself, in 31 
it arose at the mouth of the anastomosis, in 13 
other cases specific information as to the point of 
origin was lacking, and in the remaining 20 cases 
gross extension of the tumor did not permit ac- 
curate localization. The tumor was located in the 
vicinity of the cardia or in the fornix in 16 of the 
latter cases, and in 8 of the 11 cases actually ob- 
served by the authors. This form of carcinoma is 
more frequent than previously supposed and occurs 
more often after resection for perforating ulcer 
than in the stomach not operated on, usually grow- 
ing on the greater curvature or in the vicinity of 
the cardia. Although the diagnosis can be accom- 
plished by roentgenography, gastroscopy, and ulti- 
mately biopsy, the prognosis is uniformly poor. 


Ruptured Aneurysm of the Splenic Artery. C. L. 
James. Am. J. Surg. 96:18-23 (July) 1958 [New 
York]. 


A 62-year-old woman had been treated for mod- 
erate hypertension for several years. The present 
illness started with a sudden severe pain in the 
upper abdomen, and the patient was hospitalized 
about 2 hours after the onset. The pain became 
more generalized and radiated into the back and 
left shoulder; during the night the abdominal pain 
was partially relieved by narcotics. The following 
morning, as the patient was expelling an enema 
given in preparation for a colon study, she went 
into collapse. It became apparent that a major 
intra-abdominal hemorrhage was occurring, and 
immediate laparotomy was advised. With the pa- 
tient under general anesthesia, with several simul- 
taneous transfusions, the abdomen was opened 
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through a long midline incision. Blood gushed forth 
in great quantities. The brightest blood appeared 
from the left upper quadrant of the abdomen, and 
compression of the splenic pedicle slowed but failed 
to stop the hemorrhage. Continued pressure of the 
splenic pedicle and compression of the abdominal 
aorta below the diaphragm controlled the hemor- 
rhage. When the aorta was released, blood was 
seen to spurt from a ruptured aneurysm in the 
midportion of the splenic artery. The aneurysm 
was thin-walled, saccular and appeared to be about 
2.5 cm. in diameter. The splenic vessels were 
ligated proximally; the spleen and aneurysm were 
removed. 

This case, although not diagnosed preoperatively, 
presents many classic features of ruptured splenic 
artery aneurysm. It is the 10th reported case of this 
rare and usually fatal condition with surgical re- 
covery. When rupture occurs, it is usually fatal, 
unless aggressive surgical treatment is promptly 
initiated. The diagnosis before rupture is very 
difficult, unless the lesion is kept in mind and a 
pulsating mass is palpable or the aneurysm is 
demonstrable roentgenologically. Rupture may be 
suspected if there is initial sudden severe pain in 
the left upper quadrant, with mild shock followed 
by a temporary period of improvement and then 
sudden and almost complete collapse with findings 
characteristic of massive intra-abdominal hemor- 
rhage. The treatment of choice is massive transfu- 
sion and supportive measures with prompt removal 
of the ruptured aneurysm and spleen. 


Hemangioendothelioma of Stomach. B. Andreassen. 
Tidsskr. norske laegefor. 78:522-523 (June 1) 1958 
(In Norwegian) [Oslo]. 


Hemangioendothelicmas are malignant vascular 
tumors in which proliferation of endothelial cells 
dominates. The tumors belong to the sarcoma 
group and are rare but can occur in various places, 
including the stomach. The symptoms here are not 
characteristic. They resemble the symptoms in car- 
cinoma of the stomach. Hemangioendotheliomas, 
like other sarcomas in the stomach, are soft tumors 
with little tendency to obstruct the stomach lumen. 
The patient's general condition is affected less than 
in carcinoma. Free hydrochloric acid is often pres- 
ent in the stomach. A probable diagnosis can be 
made only by comparing the clinical and roent- 
genologic findings. Treatment is surgical. Partial 
gastric resection or a total gastrectomy and removal 
of possible metastases to the lymph nodes give re- 
sults far better than those in carcinoma. In the case 
reported, in a woman aged 64 years, with a history 
of duodenal ulcer 8 or 9 years earlier, symptoms of 
the hemangioendothelioma had been present for 
10 months before the operation. Roentgenologic 
examination of the stomach and duodenum was 
made 3 times before tumor infiltration was diag- 
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nosed. The benzidine reaction in the feces was 
positive. Anemia gradually developed, but in the 
main the general condition was good, with little 
loss of weight. There was free hydrochloric acid in 
the stomach. Radical removal of the tumor was 
possible, and since no signs of metastases were 
found, the prognosis has been considered good. 


Inverted Electrolyte Response Following Total 
Adrenalectomy. J. G. Llaurado and V. T. Pearse. 
Metabolism 7:301-314 (July, pt. 1) 1958 [New York]. 


The authors point out that most of the theoretical 
arguments which deny a leading role to the adrenal 
cortex in the metabolic changes seen after trauma 
originate from the concept of “permissive action” 
elaborated earlier by Ingle in an attempt to give a 
rational explanation of the perplexing observation 
that the metabolic response which occurs after 
experimental fractures in intact rats occurs also in 
adrenalectomized rats maintained on a constant 
amount of adrenocortical extract. The paper deals 
with the changes in electrolyte excretion in 2 pa- 
tients subjected to total adrenalectomy and presents 
a comparison between the response to removal of 
one adrenal with no steroid replacement and that 
to removal of the remaining adrenal with a mini- 
mal maintenance dose of corticoids consistent with 
safety. To illustrate better the significance of these 
results, they are compared with data on a patient 
subjected to total adrenalectomy and given large 
doses of a corticoid and on patients undergoing 
operations which did not involve the adrenal. The 
3 patients subjected to adrenalectomy were all 
women who had undergone radical mastectomy 
earlier for carcinoma of the breast. On coming to 
the hospital, they all presented widely dissemi- 
nated metastases, and bilateral adrenalectomy and 
oophorectomy offered a reasonable hope of pallia- 
tion. 

The first patient was maintained exclusively with 
9a-fluorocortisol acetate. At the time this patient 
was studied little was known about the adequate 
dosage of this compound, and retrospectively it 
was realized that too large amounts of the Qa- 
fluorocortisol acetate had been given. It was also 
realized that the drug alone does not provide an 
adequate corticoadrenal replacement, because its 
cortisol-like effect is too small in comparison with 
its aldosterone-like effect. The corticoid replace- 
ment for the other patients was specially designed 
to investigate their electrolyte response. Twenty- 
four-hour collections of urine were made during 
the whole period of study, starting one or more 
days before each operation. The sodium and po- 
tassium ion estimations in urine and in serum were 
made with flame photometer. The urine electrolyte 
values were expressed in terms of the sodium/potas- 
sium ratio, since it has been shown that this ratio 
is the most accurate and sensitive index of aldos- 
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terone-like activity. After the removal of the first 
adrenal, conducted without steroid replacement, 
there was a considerable fall in the urine sodium/ 
potassium ratio, reflecting increased aldosterone 
secretion. This fall is a common feature of the 
normal pattern of the metabolic response to sur- 
gery. After the second adrenalectomy and mainte- 
nance with minimal dose of corticoids, the decrease 
in this ratio was not observed; indeed, there was a 
marked elevation of the sodium/potassium ratio. It 
is concluded that hyperactivity of the adrenal cor- 
tex in the form of increased aldosterone secretion 
is the principal factor responsible for the electrolyte 
changes which occur after surgical trauma. It is 
suggested that previous contradictory results ob- 
tained by other workers were due to administration 
of large doses of cortisone, to cumulative effects of 
cortisone given intramuscularly preoperatively, or 
to both. 


NEUROLOGY & PSYCHIATRY 


Peroneal Paralysis—A Hazard of Weight Reduction. 
B. E. Sprofkin. A. M. A. Arch. Int. Med. 102:82-87 
(July) 1958 [Chicago]. 


It has long been known that weight loss is an 
important predisposing factor in the development 
of a pressure paralysis of the peroneal nerve, often 
referred to as “leg-crossing palsy.” The almost uni- 
versal interest in reduction diets and a coincidental 
disposition to spend long hours sitting with crossed 
legs before a television set may lead to an increas- 
ing incidence of peroneal paralysis due to compres- 
sion and manifested by foot drop. Nine illustrative 
cases are presented to emphasize the history of this 
benign neurological disorder which must be differ- 
entiated from more serious disorders of the nervous 
system. The author briefly describes the anatomy 
of the common peroneal (external popliteal) nerve 
and its branches, the deep and the superficial 
peroneal nerves. The superficial peroneal branch 
innervates the peroneus longus and brevis, which 
evert the foot. Since the deep peroneal branch 
innervates the dorsiflexors of the feet and the ex- 
tensors of the toes, a foot drop will result when its 
function is interrupted. The exaggerated elevation 
of the knee to enable the affected foot to clear the 
ground and its subsequent slap as it strikes the 
ground result in the diagnostic “steppage gait.” In 
most of the cases of peroneal nerve compression 
associated with leg crossing, the common peroneal 
nerve seems to be involved rather than one of its 
divisions. When the common peroneal nerve is 
injured, the affected foot cannot be dorsiflexed at 
the ankle, nor can its toes be extended, owing to 
involvement of the deep peroneal branch. There is 
also inversion of the foot, since the peroneal mus- 
cles supplied by the superficial peroneal nerve are 
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also affected. This combination of paralyzed mus- 
cles usually leaves the foot in an equinovarus 
position. 

Wherever a peripheral nerve is superficially situ- 
ated, it is susceptible to damage by compression. 
In only 2 patients in this series was there a history 
of alcoholism, and in neither of these patients was 
there any evidence of other neuropathy. Diabetes 
was not present in any of these cases. The foot drop 
was on the left in 5 cases, on the right in 2, and 
bilateral in 2. The average age of the patients was 
54, and 8 of the 9 patients were more than 50 years 
of age. The average weight loss was about 25 Ib. 


(11.3 kg.). Three patients were convalescing from a, 


myocardial infarction, and 2 others were being 
treated by a psychiatrist for depression. With re- 
spect to differential diagnosis, it is important not 
to confuse this relatively unimportant mononeur- 
opathy with cerebral vascular disease or spinal cord 
neoplasm, on the one hand, and psychoneurosis, 
on the other. 


Study of the Incidence of Multiple Cases of Polio- 
myelitis in One Family: Anamnestic Contribution. 
S. Scarabicchi. Minerva pediat. 10:556-558 (May 19) 
1958 (In Italian) [Turin, Italy]. 


The author reviews the records of 806 patients 
with poliomyelitis, who were hospitalized at the 
pediatric clinic of the University of Genoa during 
the past 5 years, in order to determine the incidence 
of multiple cases of poliomyelitis in individual 
families. One incidence of multiple cases of polio- 
myelitis involving 2 children in a family took place 
in 1953; no such incidence developed during 1954 
and 1955; 5 incidences involving 2 children in each 
family (total of 10 patients) took place in 1956, and 
incidences involving 3 children in each of 2 families 
and 2 children in each of 3 families (total of 12 
patients) took place in 1957. The author believes 
that the more frequent incidence of multiple cases 
of poliomyelitis in recent years has not been inci- 
dental, or related to the increase of the incidence of 
poliomyelitis in general, but can be attributed to 
the presence of more virulent strains of poliomye- 
litis virus than in the past. 


Effects of Cortisone and ACTH in Mumps Meningo- 
Encephalitis. J]. K. Spitznagel. Ann. Int. Med. 49: 
61-69 (July) 1958 [Lancaster, Pa.]. 


The author reports on 5 men, between the ages 
of 20 and 37 years, with mumps meningoencephali- 
tis who were admitted to the communicable disease 
ward of the U. S. Army Hospital, Fort Bragg, N. C. 
The patients presented headache, drowsiness, and 
stiff neck; only 1 did not vomit. Nuchal rigidity 
and sialadenitis were observed in all. The patients 
were lethargic, and 3 were delirious. One patient 
had orchitis on admission. Temperatures ranged 
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from 101 F (38.5 C) to 104 F (40 C). Pleocytosis was 
found in the cerebrospinal fluid of every patient; 
mononuclear cells were predominant in 4. Three 
patients had an elevated level of the protein con- 
tent of the cerebrospinal fluid. In selecting these 
patients, an effort was made to obtain those with 
manifestations of central nervous system involve- 
ment of no more than 2 days’ duration and with 
particularly severe symptoms and signs, including 
disturbances of the sensorium. Rises in comple- 
ment-fixing antibody for mumps antigen in the 
serums were consistent with recent infection in 4 
patients from whom acute-and-convalescent-phase 
serums were obtained. Diagnoses were confirmed 
by lumbar puncture. Four patients were given cor- 
tisone in doses of 200 to 300 mg. per day, and 1 
patient was given corticotropin (ACTH) in doses 
of 60 mg. per day. In all patients but one adminis- 
tration of the drugs was discontinued by progres- 
sive decrements. 

Cortisone and corticotropin appeared to produce 
rapid remission of headache, nausea, anorexia, 
vomiting, lethargy, delirium, and nuchal rigidity. 
Fever, although it fell rapidly, tended to return to 
previous levels for short periods of time, accom- 
panied by minor recurrence of other symptoms. 
Orchitis developed in one patient during cortisone 
therapy. This patient, and one other, had additional 
salivary gland involvement during therapy. Abrupt 
withdrawal of the drug in one patient after the ad- 
ministration of 3 doses of cortisone resulted in a 
dramatic recurrence of previous symptoms. The 
duration of mumps in these patients was not shown 
to differ from that in patients not receiving corti- 
sone or corticotropin. No evidence of residual dis- 
ease of the nervous system could be detected in any 
of these patients. This study did not provide any 
basis for the explanation of any effects which corti- 
sone or corticotropin may have had on the patients. 


Deficiency Encephalopathies of Alcoholic Subjects. 
J. Lapresle. Semaine hép. Paris 34:1629-1637 (June 
4) 1958 (In French) [Paris]. 


The deficiency encephalopathies of alcoholic sub- 
jects appear in 3 principal forms: (1) Wernicke’s 
disease, which associates in an acute course con- 
stant psychic disturbances of a confusional type 
with less constant neurological signs (disturbances 
of balance, extrapyramidal disturbances, and ocular 
signs); (2) Korsakoff's syndrome, with its character- 
istic disturbances of memory and its subacute or 
chronic course; and (3) Marchiafava-Bignami dis- 
ease, with which Morel’s cortical sclerosis may be 
grouped because of the similarity of their clinical 
signs, consisting essentially of dementia, and their 
rapidly fatal course. All 3 forms are characterized 
by glial and vascular changes and by neuronal 
lesions of the retrograde type, so that differences 
in the distribution of the lesions, rather than in the 
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lesions themselves, govern the clinical type. The 
basic etiological element in these conditions is a 
deficiency of vitamin B,. Correction of this defi- 
ciency by vitamin B, administration, if it is started 
in time, produces results that are always favorable 
and often dramatic. Vitamin B, therapy must there- 
fore be tried even when the diagnosis is merely 
suspected. It is generally agreed that the doses 
should be large, from 500 to 1,000 mg. a day, and 
that they should be given by the intramuscular 
route, because serious complications have been 
reported after the intravenous injection of massive 
doses. The basic treatment with vitamin B, should 
be supplemented by administration of the other 
fractions of the B complex and by vitamins C and 
K, both because of the possibility of associated 
deficiencies in these substances and because of 
their own pharmacodynamic effect. 

Treatment with alcohol, which is effective in 
delirium tremens, is contraindicated in these defi- 
ciency conditions, because it is of no value—quite 
the contrary. Sedatives, too, are generally useless 
in these patients who are for the most part calm 
and already confused. A balanced diet (not too rich 
in glucides), on the other hand, is essential, and 
provision must be made for rehydration and correc- 
tion of electrolyte imbalance. Neuroplegic medica- 
ments should be given as required for the neuro- 
vegetative syndrome. Corticotropin and cortisone 
seem, for reasons not yet understood, to have a 
favorable effect, particularly in the chronic forms, 
especially Korsakoff's syndrome. They should, of 
course, be given with all the usual precautions and 
under the protection of antibiotics, which is indis- 
pensable for these peculiarly fragile patients. The 
radical improvement made by vitamin B, therapy 
in the prognosis of these conditions, especially 
Wernicke’s disease, which he regarded as invari- 
ably and rapidly fatal, emphasizes anew the im- 
portance of accurate early diagnosis. 


Paramyotonia Congenita. G. A. Drager, J. F. Ham- 
mill, and G. M. Shy. A. M. A. Arch. Neurol. & 
Psychiat. 80:1-9 (July) 1958 [Chicago]. 


Paramyotonia is a relatively rare disorder, as 
only 2 pedigrees of the disease are to be found in 
the literature. The authors present an additional 
pedigree with 30 affected members. Features war- 
ranting delineation of Eulenberg’s paramyotonia 
as a specific syndrome are presented. Six genera- 
tions of a family of 115, with 30 members showing 
traits of paramyotonia congenita, have been investi- 
gated. Males and females are equally dispersed 
among the 30 affected members. Some members of 
every generation are affected, although, should any 
one member of a generation fail to exhibit the trait, 
it disappears from all of his or her succeeding off- 
spring. The over-all genetic pattern indicates a 
single dominant autosomal strain with nearly com- 
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plete penetrance and thus conforms favorably with 
the pedigrees of paramyotonic families described 
by Eulenberg. It further indicates that the least 
affected members of the family are more likely to 
give rise to unaffected offspring in contradistinction 
to the more severely affected members who char- 
acteristically give rise to affected offspring. 

A review of the literature and the 4 cases pre- 
sented would indicate that paramyotonia is a 
separate clinical entity consisting of the triad of 
myotonia, increasing in the presence of cold; inter- 
mittent flaccid paresis, not necessarily dependent 
upon cold or the presence of myotonia; and a 
hereditary pattern dependent upon a single auto- 
somal dominant gene. Excessive lability of serum 
potassium appears to be constant in all cases, al- 
though no shift of intracellular potassium is indi- 
cated. 


Fatal Mistakes in Diagnosis of Cerebral Apoplexy. 
J. Marquardsen. Ugesk. leger 120:663-670 (May 22) 
1958 (In Danish) [Copenhagen]. 


Autopsy revealed an undiagnosed intracranial 
tumor in 6 of 291 patients who died in a neuro- 
logical department under the diagnosis of cerebral 
apoplexy and a subdural hematoma. The errors in 
diagnosis were almost exclusively in patients aged 
over 65 years, in whom the usual signs of increased 
intracranial pressure were absent. In some of the 
patients timely operation would doubtless have 
been lifesaving; subdural hematomas are generally 
operable, but the unrecognized tumors were chiefly 
malignant gliomas. A purely clinical diagnosis of 
apoplexy should be supplemented by special diag- 
nostic adjuvants. Cerebral angiography is the only 
procedure which can with reasonable certainty 
establish or exclude a tumor or subdural hematoma 
and at the same time establish a cerebrovascular 
accident. In the diagnosis of apoplexy arteriography 
should be applied to a far greater extent than has 
been done heretofore. When facilities for cerebral 
angiography are not at hand, attention should be 
focused on the manner of development of the 
symptoms. An expanding lesion should be suspected 
on insidious onset of symptoms, progressive de- 
velopment of focal signs, remarkably rapid mental 
deterioration preceding the focal symptoms and 
persisting torpidity or somnolence with only mild 
focal signs and good general condition. The diag- 
nostic efforts should not be relaxed in the case of 
patients in whom in advance a vascular accident 
seems probable, and even an accumulation of fac- 
tors predisposing to apoplexy, such as advanced 
age, arteriosclerosis, and hypertension, does not 
exclude the presence of a tumor or subdural hema- 
toma. For an adequate diagnosis of apoplexy, inti- 
mate cooperation among medical, neurological, and 
neurosurgical departments is called for. 
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GYNECOLOGY & OBSTETRICS 


Ovariectomy and Adrenalectomy in Metastasizing 
Mammary Cancer. J. Hellstrém. Nord. med. 59: 
769-773 (June 5) 1958 (In Swedish) [Stockholm]. 


From January, 1953, to November, 1957, bilateral 
adrenalectomy was performed in the Karolinska 
Sjukhus on 214 patients with metastasizing cancer 
of the breast. Most of the patients had received 
roentgen-ray or hormonal treatment earlier. Sur- 
gical deaths occurred in 2.3% of the cases, post- 
operative deaths in hospital in 7.3%. Of the 166 
patients operated on up to March 31, 1957, 150 
were observed for at least 2 months after the opera- 
tion; in 143 of these ovariectomy had also been 
done. Remission was seen in 76 patients, or 51%. 
Forty-two of the patients lived 1 year or longer. 
There was no certain difference between those 
operated on before or after the menopause. The 
patient’s age apparently was not significant. The 
localization of the metastases was of greatest im- 
portance. The results were better in patients with 
metastases located in the skin, lymph nodes, pleura, 
and skeleton than in those with metastases in the 
viscera, especially the liver, and in the brain. In 23 
cases ovariectomy had been considered unnecessary 
because of the patient’s age, but comparison of the 
frequency of remission in the patients in whom 
ovariectomy was not carried out and in those with 
both ovariectomy and adrenalectomy showed defi- 
nitely lower values where ovariectomy was not 
done, which seems to indicate that the ovaries play 
a part in the growth of the cancer even in older and 
roentgen-ray-castrated women. Bilateral ovariec- 
tomy and adrenalectomy in metastasizing mammary 
cancer are an intervention which can be performed 
with little primary mortality and resulting subjec- 
tive improvement in more than 80% of the patients 
and objectively observed remission of the cancer 
development in more than 50%. 


The Cytological Examination of Nipple Discharges 
as a Diagnostic Aid. J. C. Walker and A. T. Sandi- 
son. Scottish M. J. 3:297-304 (July) 1958 [Glasgow]. 


The authors present results obtained with cyto- 
logical examination of the nipple discharge and 
subsequent operation on 25 patients, all of whom 
have been followed for at least 3 years. Included in 
this group were patients whose primary complaint 
was discharge from the nipple alone, as well as 
those patients whose discharge was secondary to 
a clinically evident lesion. Eighteen of the patients 
had no physical sign other than discharge from the 
nipple. The cytology of mammary secretion is not 
complicated by the presence of normally desqua- 
mated cells, as in examination of sputum or vaginal 
smears. Most of the cells are probably of ductal 
origin. Many discharges are relatively acellular, 
while in true inflammatory lesions there may be 
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amorphous debris accompanied by leukocytes and 
sometimes red blood cells. The presence of red 
blood cells must always be regarded with suspicion, 
and in such smears a careful search must be made 
for clumps of or individual epithelial cells. If fixa- 
tion is not good, there must be caution in estimating 
the nature of the parent lesion. In papilloma the 
cells are rounded or oval with large nuclei which 
are often deeply stained, while in intraduct carci- 
noma the cells and nuclei may vary in size and 
shape and be accompanied by naked nuclei or 
nuclear debris. In conditions where the pathological 
change does not involve the duct-acinus system, 
there can be no evidence of its presence in the 
discharge. 

The ages of the patients examined ranged from 
14 to 68 years. The lesions responsible for the dis- 
charge were in 1 patient intraduct papilloma, in 4 
patients papillomatosis, in 11 mastopathy, in 4 car- 
cinoma, in 3 infective mastitis, and in 2 fibroade- 
noma. In 14 patients cytological examination was 
of value; this was especially true where no infor- 
mation was obtained on ordinary clinical examina- 
tion. The authors hope to encourage other surgeons 
to correlate histological and cytological examina- 
tions of the discharge. The need for biopsy may 
then become less frequent. Nothing can replace 
the accurate appraisal of clinical findings and judg- 
ment of the necessity for biopsy, but in many cases 
present diagnostic methods are insufficient, and 
the authors feel that the evidence produced by 
simple cytological study of nipple discharges is of 
value. 


A Study of Epidemiologic Factors in Carcinoma of 
the Uterine Cervix. E. G. Jones, I. Macdonald and 
L. Breslow. Am. J. Obst. & Gynec. 76:1-10 (July) 
1958 [St. Louis]. 


The authors present an epidemiologic study to 
determine the association of exogenous and endog- 
enous factors in 429 patients with carcinoma of 
the uterine cervix. Only patients with invasive pri- 
mary squamous-cell carcinoma were included in 
the study. Patients with preinvasive lesions as well 
as adenocarcinomas were excluded. Control pa- 
tients (429) were selected from the same source as 
the patients without gynecologic disease or cancer 
of any site, with the same distribution of race and 
parity. To assure some degree of contrast in eco- 
nomic background, both “ward” and “private” pa- 
tients were included. The study extended over a 
period of 4 years. The specific items of importance 
which have been under scrutiny are: dietary defi- 
ciency, estrogen excretion levels, menstrual pat- 
terns, hygienic practices, use of contraceptives, 
circumcision of marital and other partners, and 
frequency and duration of coitus. There were no 
significant differences between the cancer patients 
and the controls in total thiamine and riboflavin 
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intake, in bathing habits, in sexual practice, in 
types and number of pregnancies, hygiene and 
coitus during pregnancy, manner of delivery, and 
bleeding or infection after pregnancy. Circumcision 
or lack of circumcision was as frequent in the part- 
ners of patients with cancer as in the partners of 
controls. A greater incidence of carcinoma in Gen- 
tiles over Jews as well as in women with syphilis, 
was again noted. Seven per cent of the cancer 
patients had clear-cut evidence of syphilis; only 
4% of the control group had. 

There is some evidence to show that a constella- 
tion of factors related to socioeconomic conditions 
and domestic and marital instability is more promi- 
nent in women who have carcinoma of the cervix 
than in comparable groups without this disease. 
The study, therefore, does not disclose any new 
specific causative factor for uterine cervical carci- 
noma. It does reemphasize the importance of the 
socioeconomic complex of relative poverty (at least 
in early life), with rapid maturation sexually and 
a haste to begin early, and early to terminate, the 
reproductive phase of biological destiny—marriage, 
intercourse, first and last pregnancies, separation, 
divorce. All these events occur significantly earlier 
in the life of the woman destined to develop carci- 
noma of the uterine cervix than in the woman 
without this disease in similar age distributions. 


Constitutional Stigmas Associated with Endometrial 
Carcinoma. J. D. Garnet. Am. J. Obst. & Gynec. 
76:11-19 (July) 1958 [St. Louis]. 


The high incidence of carcinoma of the endo- 
metrium in association with obesity, hypertension, 
altered carbohydrate metabolism, infertility, late 
occurrence of the menopause, hyperplasia of the 
endometrium, and irregular bleeding at the time 
of the menopause suggests a common metabolic 
disorder as an etiological factor. Glucose tolerance 
tests were performed on 50 randomly selected pa- 
tients with proved endometrial carcinoma; they 
were both treated patients, as seen in the special 
tumor follow-up clinic, and new patients, as seen 
on admission to the hospital. For purposes of com- 
parison, a control group of 50 women were given 
glucose tolerance tests. The patients in the control 
group were all 40 years of age or older; preexisting 
diabetes was unknown, and none had endometrial 
carcinoma. A third group of 12 women in whom an 
histological diagnosis of atypical or adenomatous 
hyperplasia of the endometrium had been made 
were also studied for glucose tolerance. The pa- 
tients in all 3 groups were analyzed with regard to 
age, obesity, parity, hypertension, and age at the 
menopause. 

One-third of the patients in the control group 
were classified as obese, while more than one-half 
of the patients of the group with endometrial carci- 
noma were obese. The incidence of obesity was 
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found to be greater in patients with atypical endo- 
metrial hyperplasia. Only one-third of the control 
patients had blood pressures above 140 mm. Hg, 
systolic, and 90 mm. Hg, diastolic, while more than, 
one-half of the patients with endometrial carcinoma 
had concomitant hypertension. The increased inci- 
dence of hypertension in patients with endometrial 
carcinoma is probably secondary to the obesity and 
lateral body build of these patients. 

Nulliparity is almost twice as frequent in patients 
with endometrial carcinoma. The incidence of nulli- 
parity in the patients with endometrial hyperplasia 
is only slightly higher than in the control group. 
The history of nulliparity and irregular bleeding 
during, or after, the menopause was a feature com- 
monly noted in the patients with endometrial 
carcinoma. Such evidence of excessive estrogen 
stimulation, with resultant endometrial hyperplasia 
and polyp formation, is ascribed to prolonged and 
abnormal secretion of the follicle-stimulating hor- 
mone by the anterior pituitary gland. The occur- 
rence of a high incidence of delayed menopause in 
patients with endometrial carcinoma was not noted 
in this study. 

One-fifth of the patients in the control group 
demonstrated a diabetic type of glucose tolerance 
curve, the glucose tolerance curves in the remaining 
four-fifths being normal. Four of these cases can 
be classified as unquestionable diabetes, while the 
other 6 were of a questionable or mild type. In the 
group of 50 patients with proved endometrial car- 
cinoma, approximately two-thirds had a diabetic 
type of glucose tolerance curve. One-half of these 
patients can be considered to have a severe degree 
of abnormal glucose tolerance and unquestionable 
diabetes. Of the 12 patients with adenomatous 
hyperplasia, two-thirds had a diabetic type of glu- 
cose tolerance curve. This is comparable to the 
group in whom unequivocal malignancy was pres- 
ent. A comparison of the control group and the 
group with endometrial carcinoma indicates that 
unquestionable diabetes is 3 times as common in 
patients with endometrial carcinoma as in those 
without this lesion. Evidence suggests that pro- 
longed overactivity of the anterior pituitary gland 
may lead to these diverse constitutional manifesta- 
tions in both groups of patients. 


The Value of the Papanicolaou Smear in the Diag- 
nosis of Carcinoma of the Uterine Cervix and of 
the Uterine Fundus. A. D. Anderson and G. G. 
King. Wisconsin M. J. 57:257-260 (July) 1958 
[Madison]. 


The authors describe their experience with the 
Papanicolaou test in a small clinical practice, smears 
being taken from women seen in their offices. Since 
November, 1955, 1,043 Papanicolaou smears have 
been studied. Some of the late tests have been repe- 
titious of earlier ones. The authors are of the 
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opinion that the Papanicolaou smear test should be 
repeated at least once a year. Patients were in- 
structed not to douche and not to use contraceptive 
jellies during the 2 days preceding the test. The 
aspirator present in all Papanicolaou kits was used 
first. It was inserted directly into the cervical os, 
and all free fluid and mucus was obtained. If insuffi- 
cient material was present in the cervical os, the 
posterior cul-de-sac was also aspirated and smeared 
to make the first slide. The second slide was pre- 
pared by using half a tongue blade. The apex of 
the tongue blade was inserted into the cervical os; 
and, with the os as a pivot point, the tongue blade 
was scraped against the mucocutaneous junction 
of the cervix, hard enough in most cases to cause 
some bleeding. Immediately upon smearing, the 
slides were dropped into a bottle containing 95% 
alcohol. 

Twenty-one malignant lesions of the cervix and 
4 lesions of the fundus were diagnosed entirely by 
the Papanicolaou smear. One carcinoma of the 
fundus and 3 carcinomas of the cervix were diag- 
nosed in the presence of negative Papanicolaou 
smears. These figures indicate an acuracy of ap- 
proximately 86%. The Papanicolaou smear is a 
simple test and should be used routinely on all 
women. It is especially useful as a means of follow- 
ing patients who have received irradiation for 
cervical cancer, and it should be used during preg- 
nancy. Patients with carcinoma of the cervix do not 
necessarily have symptoms or a visible lesion. In- 
fections of the cervix and vagina with Trichomonas 
organisms should be treated vigorously and cleared 
up as quickly as possible. Early carcinoma of the 
cervix is a disease of young women and, when 
found at this early stage, can be treated surgically 
with an excellent chance of cure. 


PEDIATRICS 


The Determination of Genetic Sex in Children: A 
Critical Evaluation of the Reliability of Polymor- 
phonuclear Leukocyte Morphology. K. H. Cooper 
and R. L. Cranny. A. M. A. J. Dis. Child. 96:40-42 
(July) 1958 [Chicago]. 


An extranucleolar chromatin mass or “satellite” 
(also referred to as “drumstick”) has been identified 
in the cells of the epidermis and in the polymor- 
phonuclear leukocytes of human females. It serves 
as the basis for the determination of the genetic 
sex. The authors studied the morphology of the 
polymorphonuclear leukocytes of 65 patients of 
both sexes, ranging in age from 4 weeks to 75 years, 
in a blind fashion to evaluate critically this method 
of genetic sex determination. Five errors were made 
in the entire series, giving an over-all percentage of 
correct diagnosis of 92.3%. All the errors in diag- 
nosis were made during the first half of the study. 
Three of the errors were believed to have been 


> 


MEDICAL LITERATURE ABSTRACTS 


831 


caused by poor technique in preparing slides, and, 
since later in the study no attempt was made to 
read poorly prepared films, it is probable that these 
3 errors could have been avoided. The results of 
this study indicate that, under the proper circum- 
stances, the morphology of the polymorphonuclear 
leukocyte is a reliable indicator of the genetic sex. 


The Relationship of Little’s Disease to Premature 
Birth. J. A. Churchill. A. M. A. J. Dis. Child. 96:32- 
39 (July) 1958 [Chicago]. 


“Little’s disease” is the term applied to a morbid 
state established in infancy or prenatally and char- 
acterized by varying degrees of bilateral impair- 
ment in motility of the extremities and trunk. The 
Babinski sign and enhanced deep tendon reflexes 
differentiate this disorder from peripheral neuro- 
muscular disorders and from purely dystonic and 
ataxic conditions. The term is generally used to 
denote those forms of cerebral palsy variously 
known as cerebral spastic paralysis, cerebral 
diplegia, congenital spastic paraplegia, spastic di- 
plegia, and congenital quadriplegic spastic paraly- 
sis. The symptoms and signs of children afflicted 
with neurological disorders were correlated with 
gestational and parturitional factors known to be 
associated with high rates of infant mortality. The 
object of the study was to determine whether any 
one factor was more strongly associated with one 
type of neurological disorder than with another. 
This article deals particularly with the relationship 
of prematurity to different forms of cerebral palsy, 
mental deficiency, and epilepsy. There was a total 
of 562 patients, ranging in age from 2 to 20 years. 
All but a few came from homes in the region of 
Detroit and were from families with good stand- 
ards of nutrition and health. Most of the data 
regarding physical findings and background history 
had been tabulated before the relationship of birth 
weigh to any particular set of neurological signs 
was suspected. The suspicion of a significant rela- 
tionship between birth weight and Little’s disease 
emerged from a preliminary inspection of the data. 

The 562 cases were divided into 2 groups, de- 
pending on the presence or absence of the follow- 
ing findings: (1) bilateral Babinski sign; (2) hyper- 
active deep tendon reflexes; (3) increased (usually) 
or decreased muscular tonus; (4) reduced motility 
of extremities and trunk; and (5) onset of walking 
later than 14 months of age. The combination of 
these 5 manifestations, were referred to by the code 
symbol “D” (diplegia). Combinations of manifesta- 
tions other than the 5 listed above were referred 
to by the code symbol “O” (other). There were 
assigned to the O group 483 patients, the birth 
weight being known in 454. There were 79 patients 
in the D group, the birth weight being known in 
76. The mean birth weight of the 454 group O pa- 
tients was 3,245 Gm. (7% lb.); that of the 76 group 
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D patients was 2,392 Gm. (5 Ib.). The difference in 
birth weight between the 2 groups was highly 
significant. A study of the 76 patients coded as D, 
that is, those with diplegia or Little’s disease, re- 
vealed that they could be divided into 2 groups, 
those with simple spastic diplegia, on the one hand, 
and those with complex diplegia, on the other. 
Patients with simple spastic diplegia exhibit symp- 
toms and signs customarily interpreted in terms of 
damage to the corticospinal or pyramidal tracts, 
while those with complex diplegia exhibit, in addi- 
tion, symptoms and signs usually interpreted in 
terms of dysfunction of other portions of the brain. 
Simple spastic diplegia has been found to correlate 
very significantly with low birth weight, to such an 
extent as to indicate a causal, though not neces- 
sarily a direct, relationship between prematurity 
and this disease. Complex diplegia, on the other 
hand, exhibits no significant correlation with low 
birth weight. 


Long-Term Study of One Hundred Five Patients 
with Cystic Fibrosis: Studies Made Over a Five- 
to Fourteen-Year Period. H. Shwachman and L. L. 
Kulezycki. A. M. A. J. Dis. Child. 96:6-15 (July) 
1958 [Chicago]. 


The survival beyond childhood of patients with 
cystic fibrosis is being noted with increasing fre- 
quency. The authors present observations on 105 

‘patients observed over a period of 5 to 14 years 
after diagnosis. Duodenal intubation was performed 
in all the patients, and the fluid was examined for 
viscosity, trypsin, and pH in all the cases, for 
amylase and lipase values in the majority, and for 
chymotrypsin in a small number. In questionable 
cases, especially in those patients who were classi- 
fied as having partial pancreatic insufficiency, intu- 
bations were repeated a number of times. The 
initial duodenal fluid sample showed complete ab- 
sence of enzymes in 84 patients, whereas in 21 
patients partial pancreatic insufficiency or normal 
enzyme activity was noted. In 5 of these latter 
patients progression to complete loss of pancreatic 
enzyme activity was subsequently noted. Begin- 
ning in July, 1954, the sweat test was performed, 
as devised by Shwachman, Dooley, and Higgins. 
Patients seen after August, 1956, were tested by 
the finger imprint: method for chloride, and the 
test was strongly positive in each of 93 patients 
tested. The patients in this study were seen at 
regular 2-to-3-month intervals. 

Prior to September, 1948, sulfonamides, penicil- 
lin, and streptomycin were the only therapeutic 
agents available. Penicillin and streptomycin were 
used primarily during acute exacerbations of pul- 
monary infections and were given intramuscularly 
or by aerosol. In a number of instances the 
sulfonamides were given “prophylactically” over 
prolonged periods. The beneficial effect of chlor- 
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tetracycline (Aureomycin) was noted, and it has 
proved to be one of the most effective antibiotic 
agents in the treatment of cystic fibrosis. Oxytetra- 
cycline (Terramycin) was introduced in 1950 and 
has been equally effective. Chloramphenicol and 
erythromycin have been used liberally during the 
past 3 years, and novobiocin only sparingly during 
the past year. Neomycin administration by aerosol 
has been employed almost as frequently as peni- 
cillin and streptomycin aerosols during the last 2 
years. 

The patients were divided into 7 groups accord- 
ing to age at time of diagnosis. Ten patients had 
meconium ileus, and the cystic fibrosis of the pan- 
creas was diagnosed within the first few days of 
life. In 21 patients diagnosis was made at less than 
6 months of age; in 15, between 6 months and 1 
year; in 18, between 1 and 2 years; in 32, between 
2 and 8 years; and in 9, between 8 and 16 years. At 
the present time 41 patients are over 10 years of 
age. Ten of the 105 patients died during the period 
from July, 1956, to June 1, 1957, when this study 
was terminated. A system of clinical evaluation for 
cystic fibrosis is presented and is based on the 
following criteria: the general activity of the pa- 
tient; the physical findings; the nutritional status; 
and the findings from the roentgenogram of the 
chest. Each of these 4 items is given equal weight 
in a scoring system in which 100 represents a per- 
fect score. The present condition of the 95 patients 
in comparison with their original status is as fol- 
lows: Forty-seven patients are now better, 27 are 
about the same, and 21 are worse. The authors 
emphasize the importance of a vigorous therapeutic 
program. It is hoped that the improved diagnostic 
tests now available will result in early diagnosis 
and prompt institution of effective therapeutic 
measures. 


Primary Interstitial Myocarditis: Report of an Epi- 
demic Outbreak. E. Freundlich, M. Berkowitz, A. 
Elkon and A. Wilder. A. M. A. J. Dis. Child. 
96:43-50 (July) 1958 [Chicago]. 


Acute isolated interstitial myocarditis was first 
described by Fiedler in 1899. This type of inter- 
stitial myocarditis should be diagnosed only in the 
absence of any other pathological conditions that 
might be correlated with the myocardial involve- 
ment. The cause of this disease has never been 
clearly explained, and epidemic outbreaks have 
been reported only in recent years. This report is 
concerned with an outbreak of interstitial myo- 
carditis in infants and children in the Haifa area, 
Israel. Between March, 1956, and December, 1957, 
57 cases of interstitial myocarditis were observed, 
and 50 of the patients died. A few days before the 
onset of the acute heart failure a general malaise 
was noted, often accompanied by an upper respira- 
tory tract infection. This prodromal stage usually 
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lasted 1 to 3 days, but in several cases it could be 
traced back as far as 10 days and even more. Most 
of the patients had been examined at this stage, 
but except for a mild respiratory infection nothing 
abnormal was found. 

The symptoms and signs of acute heart failure 
appeared suddenly. The child became restless and 
dyspneic and rejected food. Physical examination 
revealed marked pallor of the face and cyanosis 
of the lips. The breathing was labored, with a re- 
traction of the costal arch. The extremities were 
cold and livid. The liver was enlarged and palpable 
5 to 8 cm. below the costal margin. The heart 
sounds were usually weak. The pulse rate was 
always over 150 per minute, often up to 200. Moist 
rales were heard on auscultation of the lungs. 
The electrocardiographic and x-ray findings were 
typical of acute heart failure. In spite of treat- 
ment with digitalis, cortisone or prednisone, mer- 
curial diuretics, antibiotics, oxygen, chlorpromazine 
(Largactil), and gamma globulin, no improvement 
was observed. The dyspnea was progressive, and 
the general condition deteriorated. The child be- 
came comatose and died usually in less than 24 
hours after the first signs of the acute heart failure. 
The postmortem examination showed a dilated 
heart with interstitial infiltration with small 
lymphocyte-like cells. 

Seven children in this series recovered and sur- 
vived; 5 children recovered from the acute heart 
failure but developed another attack. Virological 
studies were performed in nearly half of the cases. 
In 1 single case a virus was grown on monkey- 
kidney-tissue culture from the heart muscle but 
not from other organs. The epidemiologic pattern, 
the geographical and chronological distribution 
of the cases, and the age incidence suggest an epi- 
demic outbreak of primary interstitial myocarditis. 


Acute Benign Pericarditis in Childhood. G. Bono 
and P. Garofalo. Minerva pediat. 10:366-376 
(April 7) 1958 (In Italian) [Turin, Italy]. 


Acute benign pericarditis in childhood is a rare 
clinical entity; only 19 instances have been re- 
corded in the literature. The authors report a boy, 
8% years of age, who was hospitalized because of 
a temperature of 38.3 C (100.9 F), precordial pain 
radiating toward the epigastrium and left shoul- 
der, dyspnea, and considerable pericardial effusion. 
The condition was diagnosed as acute benign 
pericarditis, because there was no evidence of a 
rheumatic or a tuberculous infection or of a septi- 
copyemic state. Treatment with digitalis was in- 
stituted, which promptly improved the cardiac 
function. Administration of large daily doses of 
penicillin for a period of 1 month and of sodium 
salicylate for 1% months did not affect appreciably 
the course of the disease. Prednisone in a daily 
dosage of 1 mg. per kilogram of body weight was 
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given for the first 2 days. The dosage was halved 
during the following 8 days. Prednisone brought 
about sudden relief of subjective symptoms (remis- 
sion of fever, disappearance of precordial pain) 
but did not affect the objective symptoms and the 
pericardial effusion. The cardiac shadow returned 
to almost normal limits after 3 weeks. The electro- 
cardiographic pattern, erythrocyte sedimentation 
rate, and white blood cell count revealed normalcy 
after a month. The boy was discharged on the 45th 
hospital day in complete remission, and that state 
has persisted for 10 months. The etiological nature 
of acute benign pericarditis is still obscure, being 
perhaps of viral origin. There is no specific method 
of treatment; recovery is spontaneous and invari- 
able. 


Colisepis as Cause of Icterus Gravis Neonatorum. 
J. H. W. Pielage and Liem Khe Hoo. Maandschr. 
kindergeneesk. 26:172-177 (May) 1958 (In Dutch) 
[Leiden, The Netherlands]. 


Jaundice in the newborn infant may have various 
causes, such as severe hemolysis, inadequate bile 
flow, or parenchymatous liver disease. On the basis 
of a case history the authors emphasize the impor- 
tance of a correct diagnosis. A 17-day-old infant 
was hospitalized on account of severe jaundice. 
Physical examination showed an enlarged liver. 
Urinalysis demonstrated infection of the urinary 
tract. The combination of jaundice and pyuria was 
suggestive of neonatal septicemia. Cultures from 
blood and urine demonstrated Escherichia coli. 
Later the child developed an abscess on its back, 
also caused by Esch. coli. The cerebrospinal fluid 
obtained by lumbar puncture proved to be sterile 
but showed an increased number of cells and ele- 
vated protein level. The infant was treated with 
chloramphenicol combined with streptomycin and 
made an uneventful recovery. Intravenous pyelog- 
raphy showed a minor congenital malformation of 
the right pelvis. The diagnosis of septicemia must 
be suspected in every infant that is not “doing 
well.” 


Creeping Eruption, Larva Migrans: A Case of 
Ancylostomiasis Braziliensis. W. van Zeben. 
Maandschr. kindergeneesk. 26:160-161 (May) 1958 
(In Dutch) [Leiden, The Netherlands]. 


The author presents the case of a 4-year-old boy 
who had been repatriated from Indonesia. Two 
months previously, while still in Indonesia, the 
child had played in a sandbox, and since then he 
had had an eruption on the buttocks, which caused 
severe itching, particularly at night. Eosinophilia 
did not exist, but examination revealed several red 
papules, and extending outward from these were 
several reddish streaks, representing infiltrated 
intracutaneous cuniculi. Scabies was thought of 
but could not be verified. The diagnosis of larva 
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migrans was made after consultation with a col- 
league experienced in tropical medicine. Ancylos- 
toma braziliense de Faria is an intestinal parasite 
in dogs, cats, and other small animals, and in 
Sumatra and Java it has been found also in human 
subjects. It is assumed that the sandbox in which 
the boy played may have been contaminated by 
feces of infected animals. Treatment consisted of 
freezing the lesion for 1 minute with ethyl chloride. 
This resulted in complete cure. 


THERAPEUTICS 


Clinical and Biological Investigations on the New 
Antituberculosis Drugs (Pyrazinamide and Cyclo- 
serine). A. O. Zorini, G. Spina and G. E. De Simoni. 
Dis. Chest. 34:27-46 (July) 1958 [Chicago]. 


The authors describe their experiences with 
pyrazinamide and cycloserine at the Carlo For- 
lanini Institute in Rome. Up to the time when this 
report was prepared (December, 1956), 100 patients 
had been treated with pyrazinamide, but only the 
30 patients who had received a complete course 
of the treatment (4 to 6 months) are reviewed. In 
11 of these the pulmonary tuberculosis was mod- 
erately advanced, and in 19 it was chronic. All 
these patients had been treated before with other 
antibiotics and chemotherapeutic agents. Patients 
who had evidence of hepatic dysfunction were not 
treated with pyrazinamide. The daily dosage of the 
drug (divided into 5 fractional doses) was 2.5 Gm. 
This dosage was usually reached by the 4th day 
of treatment. During treatment roentgenographic 
and planigraphic tests were carried out routinely, 
together with laboratory studies on serum electro- 
phoresis, phagocytic index, protein-bound iodine 
value, adrenal cortical function, behavior of spe- 
cific proteases of defense in urine, plasma lipasic 
power, serum cholesterol and_ bilirubin levels, 
plasma fibrinogen value, and prothrombin time, 
the colloidal serolability tests, and the charge tests 
of liver funtion. 

Pyrazinamide showed a favorable action on 
tubercular lesions in a limited number of patients 
and for a short duration not exceeding 35 to 40 
days of therapy, after which toxic phenomena, 
particularly hepatic disturbances, were observed. 
The laboratory tests showed abnormal values. The 
authors feel that pyrazinamide should be utilized 
in the therapy of pulmonary tuberculosis only after 
the employment of more effective and less toxic 
agents; furthermore, the treatment period should 
not be too long (a maximum of 40-50 days), with 
the possibility of reinstating the administration in 
the interval of therapeutic regimens executed with 
other antituberculosis drugs. The authors have not 
had sufficient experience with pyrazinamide in 
recent pulmonary tuberculosis, but they do not 
believe it worthwhile to substitute pyrazinamide 
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for combined therapy with streptomycin and 
isoniazid. The latter remain the principal drugs 
used in the treatment of incipient active post- 
primary tuberculosis. 

The authors used cycloserine for a period of 8 
months in 88 patients. Sixty patients were treated 
with cycloserine alone (50 received a dose of 1 Gm. 
daily, and 10 received 1.5 Gm. daily); 26 patients 
received cycloserine (in daily doses of 0.5 Gm.) 
together with 0.3 or 0.4 Gm. of isoniazid; the re- 
maining 2 patients received streptomycin and p- 
aminosalicylic acid, respectively, in addition to 
cycloserine. Cycloserine induced in two-thirds of 
the patients an appreciable clinical improvement 
and _ significant modifications of the roentgeno- 
graphic picture, such as cavity closure and regres- 
sion of exudative and miliary foci in 36% of the 
patients. In about 40% of the subjects whose 
sputum had been initially positive for tubercle 
bacilli, the sputum became negative on both direct 
smear and culture. Toxic effects of cycloserine on 
the central nervous system were not frequent and 
did not usually interfere with the continuance of 
therapy. The laboratory tests generally revealed 
normal values even after the second and the third 
month of therapy, showing a behavior contrary to 
that after pyrazinamide therapy. 


Clinical Observations on the Use of Mecamylamine 
in the Treatment of Arterial Hypertension. P. 
Lucchelli. Gazz. med. ital. 117:174-182 (May) 1958 
(In Italian) [Turin, Italy]. 


Mecamylamine was administered orally to 29 
hospitalized patients with arterial hypertension, 17 
of whom had essential hypertension and 10 the 
arteriosclerotic and 2 the renal type of the disease. 
A single dose, varying between 2.5 and 10 mg., 
reduced the mean systolic blood pressure from 
197.12 to 161.62 mm. Hg; it reduced the mean 
diastolic blood pressure from 114.76 to 95.08 mm. 
Hg. The highest hypotensive response was _ re- 
corded 3 or 4 hours after administration of the 
drug. Blood pressure values started to increase 6 
or 7 hours after the administration of the drug. The 
most frequent complaints were vertigo, weakness, 
and digestive disturbances. 

Twenty-three of the 29 patients continued to 
take the drug for longer periods, 16 as outpatients. 
Hospitalized patients received mecamylamine in 
a daily dosage of from 10 to 50 mg. for a period of 
5 to 35 days. The maintenance dose was reached 
when the diastolic pressure was 105 mm. Hg or 
less. The mean value of the systolic blood pressure 
decreased from 203 to 184 mm. Hg, and the mean 
value of the diastolic blood pressure from 113 to 
104 mm. Hg. Three patients did not respond to the 
ganglionic blocking effect of the drug. The daily 
dosage of the drug in the outpatient group varied 
from 10 to 45 mg. and was administered for a pe- 
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riod of 2 to 112 days. Slightly better results were 
obtained in hospitalized patients than in the out- 
patient group. Two patients in the outpatient group 
did not respond to the drug. An appreciable de- 
crease in blood pressure was observed in about 
one-half of the patients composing the combined 
hospitalized and outpatient groups. The most fre- 
quent complaints were stypsis, nausea, vomiting, 
xerostomia, and postural hypotension. These side- 
effects were slightly milder than similar ones 
observed during the use of other ganglionic block- 
ing agents. 


Treatment of Experimental Toxoplasmosis in the 
Mouse with Spiramycin. J. P. Garin and D. E. 
Eyles. Presse méd. 66:957-958 (May 28) 1958 (In 
French) [Paris]. 


Toxoplasmosis in man may on rare occasions 
appear in such an acute form (septicemia associ- 
ated with multiple localizations) that, unless treat- 
ment is started promptly, the patient’s life may be 
endangered. The rarity of severe toxoplasmosis in 
man, however, and the fact that most of the ac- 
quired forms of the disease are characterized by 
spontaneous regression make it impossible to eval- 
uate the effectiveness of a medicament in man. The 
authors, therefore, induced the disease in white 
mice which are easily contaminated by a known 
number of 1.icro-organisms of an established strain. 
A fixed dose of the medicament can easily be ad- 
ministered subcutaneously once a day or oftener 
for a determined period. Thus, the experimental 
method can be standardized; the results of various 
workers can be compared; and the anatomic and 
serologic cures can easily be checked. Among all 
the antibiotics tested, spiramycin seemed to stand 
out; it is produced from Streptomyces ambofaciens 
and is well tolerated by mice. Experiments were 
carried out by two groups headed by one author 
in Lyons, France, and by the other in Memphis, 
Tenn. Mice weighing 20 to 25 Gm. were inoculated 
by the intraperitoneal route with 20,000 Toxo- 
plasma organisms of Sabin’s RH strain. A 1% 
solution of spiramycin in distilled water was ad- 
ministered subcutaneously in 1 or 2 injections daily, 
beginning within 1 hour after inoculation. Daily 
doses of 8 mg. per mouse (i.e., 320 to 400 mg. per 
kilogram of body weight in man), producing blood 
concentrations of from 7 to 10 mcg. per milliliter 
of spiramycin in the course of the first 2 hours, were 
the most effective. These doses must be given for 
at least 2 weeks. Almost 80% of the mice inoculated 
with fatal doses of Toxoplasma organisms in both 
series were cured by this treatment. Spiramycin 
may thus be added to the list of drugs which are 
active against experimental toxoplasmosis in mice, 
such as the pyrimidine derivatives of sulfonamides, 
parent sulfone compounds, and pyrimethamine. 
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Adaptation of these experimental findings to hu- 
man toxoplasmosis requires consideration of the 
following points: The doses usually given by mouth 
in man do not produce more than 3 or 4 meg. per 
milliliter of spiramycin in the blood; moreover, as 
it is eliminated within 6 to 8 hours, the drug must 
be given in from 3 to 6 divided doses every 24 
hours. The dose required in man is at least 100 mg. 
per kilogram of body weight. This dose is well 
tolerated for several consecutive days. The only 
side-effects are transient episodes of diarrhea. 
Doses of this magnitude are indicated in human 
toxoplasmosis, however mild the disease. The 
treatment must be continued for at least 3 weeks, 
because the optimum time for the formation of 
antibodies is 6 weeks. The results of this investiga- 
tion show that spiramycin is effective against toxo- 
plasmosis and can be used to advantage in the 
treatment of toxoplasmosis in man, either alone 
or in combination with one of the other drugs— 
sulfonamides, sulfones, or pyrimethamine. 


Clinical Trials with DBI, a New Nonsulfonylurea 
Oral Hypoglycemic Agent. L. P. Krall and R. 
Camerini-Davalos. A. M. A. Arch. Int. Med. 
102:25-31 (July) 1958 [Chicago]. 


The orally administered hypoglycemia-inducing 
agents used so far have been sulfonylurea deriva- 
tives with blood-sugar-lowering ability in certain 
types of diabetes. Within the last year studies were 
started with a new group of compounds classified 
as formamidinyliminoureas. These drugs are bigua- 
nides. This report is a clinical evaluation of the 
effectiveness of N'-8-phenethyl-formamidinylimi- 
nourea hydrochloride, referred to as DBI. One 
hundred twenty-one diabetic patients were ob- 
served for periods varying from 1 day to 6 months. 
They were hospitalized, were kept on a constant 
weighed diet, and were observed individually by 
3 physicians. Patients previously receiving insulin 
had DBI substituted for the insulin. Newly dis- 
covered diabetic patients were treated with DBI 
immediately after the diagnosis had been estab- 
lished. One-third of the patients experienced side- 
effects involving the gastrointestinal tract. Of 104 
patients who were observed for an adequate pe- 
riod, 90 (or 86%) experienced a blood-sugar-lower- 
ing effect, although in 19 (18%) treatment was 
discontinued because of side-effects. Although the 
primary object of the study was lowering of the 
blood sugar, “good” or “fair” control was achieved 
in 66 of the 88 patients evaluated in this manner. 
Sixty patients are still on maintenance therapy 
with DBI. Only 6 of these take supplemental in- 
sulin, and these take less than 50% of their previous 
daily dose. Frequent liver-function, blood, and 
other studies have shown no evidence of toxicity. 
There was an observable blood-sugar-lowering 
effect in every age group tested and in every type 


836 


of patient, including juvenile diabetics, in this 
series. The new drug, despite its annoying side- 
effects, may prove useful in the future if no toxic 
effects are found. 


Transfusion Reactions from Contaminated Blood: 
Their Recognition and Treatment. A. I. Braude. 
New England J. Med. 258:1289-1293 (June 26) 
1958 [Boston]. 


The saprophytic bacteria that inhabit the prem- 
ises where blood is collected, stored, or transfused 
sometimes enter the bottles through carelessness 
and contaminate the blood itself. If large numbers 
of these contaminants are present in the trans- 
fused blood, they may lead to reactions, the vio- 
lence of which depends on the properties of the 
contaminants. Three groups of these contaminants 
are considered. The first group consists of gram- 
positive saprophytes, such as diphtheroids. The 
other 2 groups consist of gram-negative bacteria, 
namely, cold growers, including members of the 
genus Pseudomonas or the genus Achromobacter, 
and coliform organisms. The 3 symptoms that dom- 
inate the reaction after transfusion of blood con- 
taminated with gram-negative bacilli are fever, 
hypotension, and pain. These symptoms may ap- 
pear after a latent period of 30 minutes or more 
and result from the transfusion of as little as 50 cc. 
of blood. Signs of renal failure become prominent 
after the first 24 hours, when there is a rapid 
development of azotemia with acidosis. In a bac- 
terial transfusion reaction, intravascular hemolysis 
does not characteristically occur, and the diagnosis 
is established by the finding of many gram-negative 
bacilli in the smear of blood remaining in the bot- 
tle. In addition to the blood in the bottle, positive 
cultures may be obtained from the blood of the 
patient if the organism is a coliform bacillus pos- 
sessing invasive qualities and capable of survival 
in vivo at the temperature of the human body. 
Isolation of vast numbers of bacteria from the 
recipient’s blood may disclose the existence of an 
overwhelming bacteremia. Unlike the violent reac- 
tions from blood containing gram-negative organ- 
isms, the reactions that follow transfusion of blood 
overgrown by gram-positive bacteria may be harm- 
less. A number of benign febrile reactions un- 
doubtedly result from blood heavily contaminated 
by diphtheroids and other nonpathogenic, gram- 
positive bacteria. 

The crucial point in treatment is prompt recog- 
nition of the syndrome and immediate administra- 
tion of a tetracycline antibiotic in an initial dose 
of 1 Gm. and an additional dose of 2 Gm. during 
the first 24 hours. At the same time continuous 
intravenous administration of levarterenol must be 
instituted, which may be required long after the 
bacteremia is over. Not all tetracycline antibiotics 
are effective against all gram-negative bacilli; there- 
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fore, additional antibiotics that may be effective 
against gram-negative bacteria, such as chloram- 
phenicol, neomycin, streptomycin, and _ penicillin, 
should be used. Two procedures can be depended 
upon for preventing transfusion of grossly con- 
taminated blood: (1) microscopic examination by 
direct smear of blood just before the transfusion 
is started; (2) routine use of a tetracycline antibiotic 
in concentrations of 20 mg. per liter. This pro- 
cedure prevents large sublethal inoculums of either 
cold growers or warm growers from multiplying 
in human blood at both refrigerator or room tem- 
perature. Such minute quantities of a tetracycline 
antibiotic would be harmless to the recipient. 


Prednisone in Rheumatoid Arthritis: Metabolic and 
Clinical Effects. L. E. Ward, H. F. Polley, M. H. 
Power and others. Ann. Rheumat. Dis. 17:145-159 
(June) 1958 [London]. 


At the time when the antirheumatic potency of 
cortisone was first emphasized, the belief was 
expressed that analogues superior to cortisone 
would be discovered. Since then, at least 7 more 
cortisone-like steroids have been found useful 
clinically, these include hydrocortisone, 9-alpha- 
fluorohydrocortisone (Fludrocortisone), prednisone, 
prednisolone, a compound whose structure is 9- 
alpha-fluoro, delta 1-hydrocortisone, triamcinolone, 
and 6-methyl, delta 1-hydrocortisone. Each of these 
8 compounds has distinctive characteristics. The 
authors studied the antirheumatic and other clinical 
effects of prednisone and prednisolone on many 
patients with rheumatoid arthritis. In 3 such cases 
they made special studies concerning the metabolic 
effects of prednisone, and in 2 cases they compared 
these effects with those of cortisone or hydrocorti- 
sone. The metabolic balances of sodium, chloride, 
potassium, total nitrogen, calcium, and inorganic 
phosphorus were studied. Observations were made 
on electrolytes, urea, uric acid, proteins, sugar, and 
various lipids in the blood and on the urinary ex- 
cretion of corticosteroids, 17-ketosteroids, uric acid, 
and creatinine. Studies also were made of the 
erythrocyte sedimentation rate, glucose tolerance, 
basal metabolic rate, and blood pressure, and elec- 
trocardiograms and electroencephalograms were 
taken. 

It was found that prednisone (or prednisolone), 
when given to patients with rheumatic arthritis, 
produces effects similar to those produced by corti- 
sone or hydrocortisone with respect to antirheu- 
matic action, influences on the metabolism of 
nitrogen, carbohydrate, and fat, suppression of 
pituitary-adrenocortical function, and influences on 
blood cells and the basal metabolic rate. However, 
2 important differences are noteworthy: 1. Predni- 
sone is. at least 4 or 5 times as potent as cortisone 
or hydrocortisone, milligram for milligram, both 
in antirheumatic effects and in most of the meta- 
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bolic effects studied to date, except those relating 
to electrolytes. 2. Prednisone has relatively less 
effect on the metabolism of electrolytes and hence 
produces less retention of sodium, chloride, and 
water and less excretion of potassium, in compari- 
son with cortisone or hydrocortisone in equivalent 
antirheumatic doses. The clinical use of prednisone 
or prednisolone must be attended by the precau- 
tions previously established for the optimal use of 
cortisone or hydrocortisone, namely, careful selec- 
tion of patients, proper medical supervision during 
treatment, individual dosage schedules to provide 
optimal antirheumatic effects without hypercorti- 
sonism, special precautions at times of increased 
stress, and appropriate supportive and supplemen- 
tary therapy. 


Injection Abscess Due to Candida Albicans: Two 
Cases. K. R. Eriksen, J. L. Hansen and A. Stend- 
erup. Ugesk. leger 120:643-644 (May 15) 1958 (In 
Danish) [Copenhagen]. 


Two cases of abscess at the site of the injection 
caused by Candida albicans occurred in patients 
who had received large doses of antibiotics for a 
long time; 1 of the patients had also had repeated 
cortisone treatment. The patients were in poor gen- 
eral condition. Complicating infection with C. albi- 
cans can be expected in such patients. 


Hinconstarch in the Treatment of Pulmonary Tu- 
berculosis. V. C. Barry, N. C. Browne, M. L. Conal- 
ty and others. Am. Rev. Tuberc. 77:952-967 (June ) 
1958 [New York]. 


A preliminary account of a pilot investigation of 
Hinconstarch (a polymer from periodate oxidized 
potato starch by condensation with equimolar pro- 
portions of isoniazid and p-aminobenzalthiosemi- 
carbazone ) described the results obtained in 12 pa- 
tients with pulmonary tuberculosis treated for 3 
months. The present report deals with the results 
obtained in 52 patients with pulmonary tuberculosis 
due to isoniazid-susceptible organisms and treated 
for periods of 3 to 12 months. Moderate or marked 
roentgenographic improvement was observed in 
65% of the patients at 3 months and in 80% at 6 
months, with increasing percentages at longer in- 
tervals. Closure of all cavities was achieved without 
surgery in 55% of the patients during the period of 
the trial. Disappearance of tubercle bacilli from the 
sputum occurred in 85% of the 52 patients. The 
findings in 10 patients who harbored tubercle 
bacilli resistant to 1 to 25 meg. of isoniazid or 
more per milliliter at the start of treatment are also 
reviewed, In 2 of the 10 patients bacteriological 
“conversion” was observed. The authors conclude 
that a daily dosage of 40 to 45 mg. per kilogram 
is an effective dose of hinconstarch which does not 
cause toxic symptoms. Doses substantially larger 
than this may result in gastrointestinal or renal 
toxicity. 
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Studies with Streptovaricin in the Tuberculous 
Guinea Pig. K. F. Stern, J. E. Gray and L. E. Rhu- 
land. Am. Rev. Tuberc. 77:976-982 (June) 1958 
[New York]. 


Earlier studies had indicated that streptovaricin 
protects mice infected with Mycobacterium tuber- 
culosis var. hominis (H37Rv) or M. tuberculosis 
var. bovis. The work reported here is an investiga- 
tion of the efficacy of streptovaricin in guinea pigs. 
Tuberculin-negative guinea pigs weighing 400 to 
500 Gm. were used. The animals were inoculated 
subcutaneously over the sternum with 0.5 ml. of 
a culture of M. tuberculosis (H37Rv) containing 
4.5 x 10° viable units per milliliter. At 21 days 
post infection these animals were divided into 9 
groups of 4 guinea pigs each. Five of these groups 
received 100, 50, 25, 12.5, and 6.25 mg. of strepto- 
varicin. The sixth group received 5 mg. of isoniazid, 
the seventh group 15 mg. of streptomycin sulfate, 
the eighth group a lactose placebo, while the ninth 
group received no treatment. Treatment was con- 
tinued daily for 62 days. At the termination of the 
study, surviving guinea pigs were killed, and 
pathological examinations were made. 

The data obtained made it apparent that strepto- 
varicin was efficaceous in the control of experi- 
mental tuberculosis. In the 50-mg. group of guinea 
pigs, no progressive tubercular lesions were ob- 
served in the lymph nodes which drained the site 
of inoculation or the lungs, spleen, and liver. In 1 
guinea pig of the 100-mg. group, tubercular lesions 
regarded as progressive were present in some of the 
lymph nodes which drained the site of infection. 
The site of inoculation was free of cutaneous ulcer- 
ations in all guinea pigs of both groups. The 25-mg. 
dose of streptovaricin was regarded as subeftective 
inasmuch as progressive lesions were found at the 
site of inoculation, lungs, and spleen. However, 
the average index of infection was considerably 
lower than that in the placebo control, indicating 
some effect on the infection. The authors emphasize 
that a 50-mg. dose of streptovaricin had a thera- 
peutic effect comparable to that of 5 mg. of isonia- 
zid or 15 mg. of streptomycin. 


PATHOLOGY 


Bronchogenic Carcinoma in Young Persons. W. J. 
Hanbury. Brit. J. Cancer 12:202-206 (June) 1958 
[London]. 


The author presents 2 instances of bronchogenic 
carcinoma in children and a third in a young man. 
The first patient, a 12-year-old girl, was the subject 
of a recent surgical resection, while the cases of 
the other 2 patients were found in the museum of 
St. Bartholomew's Hospital in London. In the 12- 
year-old girl, who had been subjected to a left- 
sided pneumonectomy, metastases subsequently 
developed in the liver, and death occurred 9% 
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months after the operation and 10 months after the 
onset of symptoms. The other patients were youths, 
aged 16 and 22 years respectively. The younger 
patient died 1 month after the operation (7 months 
after the onset of symptoms) with signs of spread- 
ing infection. Sectioning of the right lung showed a 
whitish neoplasm, measuring approximately 6 by 7 
by 8 cm., situated around the hilus and extending 
widely to involve the paratracheal lymph nodes, 
the pericardium, and part of the wall of the left 
atrium. Microscopic examination of the tumor 
showed a poorly differentiated bronchogenic car- 
cinoma of predominantly oat-cell type. 

In the 22-year-old man the neck veins were very 
prominent, and there were physical signs of collapse 
and consolidation of the right lung. Cutaneous 
nodules were present over the lower part of the 
sternum and in the lower lumbar region; a histo- 
logical section of the latter was reported as showing 
a malignant tumor composed of columnar epitheli- 
um having an alveolar arrangement in places. A 
chest x-ray showed displacement of the heart and 
trachea, suggesting massive collapse of the right 
lung. Deep x-ray therapy was given, but the patient 
had increasingly severe attacks of dyspnea and died 
17 days after admission (9% months after the onset 
of symptoms). A review of the literature on bron- 
chogenic carcinoma in patients below the age of 21 
years revealed 60 instances. 


Investigation in the Pathogenesis of the Pulmonary 
Hyaline Membrane. C. Zunin and E. Bertolotti. 
Minerva pediat. 10:479-484 (April 28) 1958 (In 
Italian) [Turin, Italy]. 


Pulmonary hyaline membrane is the only, or the 
most significant, pathological finding at autopsy of 
some newborn infants who die shortly after de- 
livery. Autopsy, which was performed by the au- 
thors on 54 newborn infants, revealed the presence 
of pulmonary hyaline membrane in 18. Fourteen 
newborn infants were prematurely born, and 4 
were born at term. The anatomicopathological pic- 
ture was that of anoxia of the newborn. There are 
2 etiological theories with regard to pulmonary 
hyaline membrane: the exogenous theory, accord- 
ing to which the membrane is derived from the 
amniotic fluid or its components; the endogenous 
theory, which attributes it to a protein exudate 
within the lung of the newborn infant. The authors 
made a histochemical investigation of the pulmo- 
nary hyaline membrane experimentally reproduced 
in guinea pigs and of that of newborn infants. 
Experiments were carried out in 4 groups of the 
animals. Amniotic fluid was given by the intrathecal 
route to 1 group; hyaluronidase was administered 
to 2 groups by inhalation and by the intrathecal 
route respectively; and a combination of amniotic 
fluid and hyaluronidase was given by the intra- 
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thecal route to the 4th group. Lepene-Pickwort and 
Millon stains were postive and similar in the new- 
born infants and in the group of guinea pigs which 
received the combination of amniotic fluid and 
hyaluronidase. No histochemical evidence of pul- 
monary hyaline membrane was present in the other 
3 groups of guinea pigs. The authors conclude that 
a composite exogenous-endogenous theory of the 
etiology of pulmonary hyaline membrane seems to 
be the most probable. 


Bronchial Adenoma (Carcinoid Type) with Solitary 
Metastasis and Associated Functioning Carcinoid 
Syndrome. W. R. Stanford, J. E. Davis, J. U. Gunter 
and S. G. Hobart Jr. South. M. J. 51:449-454 ( April) 
1958 [Birmingham, Ala.]. 


This report is the first of a case of bronchial 
adenoma of the carcinoid type which seemingly 
metastasized to the liver as a functioning carcinoid 
producing the hyperserotonin syndrome. The pri- 
mary tumors of the functioning carcinoids reported 
up to now have been located in the small intestine. 
The patient was a 42-year-old woman who was 
admitted to the Watts Hospital, Durham, N. C., for 
the first time in May, 1944, for a pelvic operation. 
She was admitted again in 1945 because of pain in 
the left side of the chest and cardiac irregularity. 
She had had hypertension upon the first admission 
in 1944. In 1949 the systolic pressure ranged from 
175 to 200 mm. Hg and the diastolic from 100 to 
130 mm. Hg. At this time an x-ray film showed a 
density in the left. suprahilar area which was 
thought to be a metastatic or primary lesion of the 
lung. The left lung was removed early in 1950 at 
another hospital (Duke University), and patho- 
logical examination revealed a bronchial adenoma 
of carcinoid type. The patient recovered with little 
respiratory distress. When she was hospitalized 
again on May 1, 1956, she complained of attacks 
of burning, flushing, and redness of the face, hands, 
forearms, and upper chest; throbbing in the ears; 
nausea; puffiness of the eyes; and nervousness. 
(She had had 1 or 2 similar attacks prior to ad- 
mission.) The redness faded in about 24 hours, and 
she was discharged. On June 9, 1956, the patient 
was readmitted in acute distress in a severe similar 
attack. Gastrointestinal symptoms were more 
marked in this attack, with nausea, vomiting and 
diarrhea. The possibility of pheochromocytoma was 
considered. 

One of the authors suggested hyperserotonin epi- 
sodes from a carcinoid tumor. Other consultants 
agreed with the diagnosis of carcinoid tumor with 
hypersensitivity to serotonin. On Aug. 17, 1956, the 
urine test for serotonin metabolite 5-HIAA was 
positive. Flushing episodes now occurred at the 
rate of 1 to 4 per week. During an exploratory 
laparotomy in September, 1956, a tumor was re- 


Rak 
7 
| 


Vol. 168, No. 6 


moved from the subhepatic area. A tongue-shaped 
portion of liver was attached on 1 side. The thin 
fibrous capsule enclosing the tumor contained com- 
pressed liver cells, demonstrating that the tumor 
was actually located within the liver. Histologically 
this liver tumor was almost identical with the 
bronchial adenoma of carcinoid type removed from 
this patient in 1950. The liver tumor formed sero- 
tonin. No primary carcinoid tumor was found in 
the gastrointestinal tract of this patient, except the 
growth in the liver. At the time when this report 
was written the patient felt better than she had in 
years, and she has been completely relieved of 
symptoms due to hyperserotonin production. 


Pathogenesis of Cancer of the Lung. G. L. Feofilov. 
Khirurgiya 34:66-71 (No. 3) 1958 (In Russian) 
[Moscow]. 


The author reports a histological study of 20 
lungs removed for cancer. The affected and the 
adjacent lobes were studied. In 9 cases the cancer 
developed on the basis of chronic inflammatory 
changes, while in 2 cases a primary form of cancer 
was diagnosed. Chronic inflammatory changes of 
the bronchial walls were revealed by biopsy during 
bronchoscopic examinations. Inflammatory changes 
of the lungs were found in case histories of 78 pa- 
tients with cancer of the lung. The author concludes 
that chronic inflammatory disease of the lungs 
constitutes a predisposing factor to the develop- 
ment of cancer. 


ANESTHESIA 


Elective Cardiac Arrest Under Moderate Hypo- 
thermia. A. Riberi and H. B. Shumaker Jr. Ann. 
Surg. 148:21-31 (July) 1958 [Philadelphia]. 


Mongrel dogs were utilized to induce cardiac 
arrest in the moderately hypothermic animal. In a 
preliminary investigation a series of dogs were sub- 
jected to 10-and-15 minute periods of vena caval 
occlusion. All the 10 animals subjected to a 10- 
minute vena caval occlusion survived and when 
killed 11 to 37 days later showed no evidence of 
brain or spinal cord damage. Ventricular fibrillation 
did not occur, and the only difference noted be- 
tween those animals and the 5 which underwent 
procaine blockade was the quicker return of nor- 
mal pupillary size and the prompter general re- 
covery in the procaine block animals. An additional 
10 animals subjected to a 15-minute vena caval 
occlusion recovered and when killed 9 to 15 days 
later exhibited no brain or spinal cord damage, save 
for lethargy on the first postoperative day. There 
was a single instance of ventricular fibrillation in 
1 of the second group of animals which underwent 
procaine blockade. 
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The use of sodium citrate for the induction of 
cardiac arrest was investigated. Electrical arrest 
occurred promptly in 11 of the 23 animals in which 
rapid clinical standstill was achieved. In 8 dogs 
electrical arrest occurred several minutes after 
clinical arrest, and in the remaining 4 animals 
complete arrest according to electrocardiographic 
tracings was never attained. In all instances a good 
sinus rhythm was restored, although 2 animals 
died of hemothorax after surgery. The use of po- 
tassium lactate was studied in 36 dogs. At the end 
of vena caval occlusion heparinized oxygenated 
blood was perfused into the proximal part of the 
aorta and coronaries, and upon the myocardium 
becoming pink the coronaries were perfused with 
10% calcium gluconate, 1 cc. per kilogram, after 
which the perfusion with oxygenated blood was 
continued. In all instances save one, restoration of 
vigorous cardiac activity ensued within 1 or 2 
minutes. The one instance of ventricular fibrillation 
that did occur in this group was abolished, and the 
sinus rhythm was established immediately upon 
restoration of coronary perfusion. The latter meth- 
od is the more effective in bringing about clinical 
and electrical arrest, and the restoration of vigor- 
ous heart function is readily accomplished. 


Rewarming Following Hypothermia of Two to 
Twelve Hours: II. Some Metabolic Effects. B. Fish- 
er, E. J. Fedor and S. H. Lee. Ann. Surg. 148:32-43 
(July) 1958 [Philadelphia]. 


Of the 31 animals used in this study, all the 
2-hour, 4-hour, and 8-hour cooled dogs survived 
after rewarming, while 5 of the 9 which had been 
hypothermic for 12 hours died within the first 24 
hours upon attaining the normothermic state. The 
hematocrit of animals cooled 2 and 4 hours showed 
a 16% mean increase; there was a 20% mean in- 
crease after 8 hours of hypothermia and a 24% 
increase after 12 hours. After rewarming there was 
a prompt return to the control hematocrit in 5 of 
the animals cooled 2 hours. After 12 hours of cool- 
ing at 29 C (84.2 F) plus 5 hours all the hematocrits 
had not returned to precooling levels, the readings 
remaining high especially in those animals that 
failed to survive. In all groups an increased glucose 
content of the blood was noted prior to rewarm- 
ing. No significant difference in plasma specific 
gravity before rewarming from the precooling 
values was observed. Whole blood specific gravity 
increased significantly upon cooling in all but the 
2-hour cooled animals in which it remained un- 
changed. Although the exact mechanism is still in 
doubt, the increased hematocrits have been as- 
cribed to either capillary leakage or differential 
plasma trapping with a concomitant decrease in 
the circulating blood volume. After cooling no 
significant change in blood lactates occurred even 
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after up to 8 hours of hypothermia. Animals in all 
groups demonstrated a significant decrease in blood 
pyruvates, thus effectively increasing the lactate/ 
pyruvate ratio to twice the upper normal limits. 
Blood amino acids were unchanged by cooling 
and rewarming. No significant alterations of serum 
sodium, potassium, calcium, chloride, or phosphor- 
ous values were reported. From these findings there 
is nothing to suggest that hypothermia or rewarm- 
ing after hypothermia of approximately 6 hours’ 
duration is attendant with changes that would pre- 
clude seriously considering abandoning this modal- 
ity for clinical use, provided that the dangers of 
fibrillation could be eliminated. 


PHYSIOLOGY 


Discussion of Certain Works Relating to the Physio- 
pathology of Traumatic Shock. H. Laborit. Presse 
méd. 66:977-979 (May 31) 1958 (In French) [Paris]. 


Recent investigations into the mechanism of 
shock tend more and more to show that the domi- 
nant element in the causation of this syndrome is 
the stable vasomotor reaction (vasoconstriction) of 
the splanchnic region. This reaction is protective 
in its immediate effect, but it leads to grave dis- 
orders when unduly prolonged. Hepatic circulation 
diminishes at the start of aggression, and the utili- 
zation of oxygen by the liver is greatly reduced. 
The liver becomes anoxic and liberates ferritin, or 
vasodepressor material, and this, in turn, is the 
cause of the circulatory decompensation and vas- 
cular atony found in decompensated shock. Ferritin 
can thus be regarded as a link between the peri- 
pheral vasomotor reaction now generally accepted 
as responsible for shock, the hepatic anoxia to 
which it leads, and the arteriolar atony which is its 
consequence. Inhibition of the vasomotor reaction 
is beneficial, because it maintains normal hepatic 
circulation and so prevents the liberation of ferritin. 
It has been amply shown that experimental animals 
can be protected against various types of shock by 
pharmacological substances capable of inhibiting 


the autonomic system and preventing peripheral © 


vasomotor reactions. Attempts to maintain the ar- 
terial pressure by perfusions of arterenol in an ani- 
mal in shock, however, eventually fail, because the 
doses must be continually increased until at last 
the animal becomes insensitive to the drug and 
dies. Tests have shown that small vessels fail to 
react to epinephrine applied locally when the liquid 
under study contains ferritin. Special interest, 
therefore, attaches to the discovery of GD 131 
[N-(2-chlorethyl) N-(cyclohexylmethyl)-ethylamine 
hydrochloride], which is nontoxic and has no 
adrenergic blocking action but which does exert a 
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protective effect by inhibiting ferritin. This fact, if 
confirmed, would be important because it would 
seem to show that, without altering hepatic anoxia 
of circulatory origin, the cellular metabolism can 
be influenced directly so as to nullify one or more 
of the causes of generalized circulatory atony, one 
of which is apparently the activation of ferritin. 
This means that, without suppressing the vasomotor 
reaction to aggression and the localized hypoxia 
which is its direct result, it would be possible to 
suppress the generalized atony which is its indirect 
result. 

Some of the details connected with the theories 
according to which ferritin plays a predominant 
part in the development of shock are still obscure. 
One of the points that require clarification is the 
difference between the pharmacologically induced 
absence of vasomotor reactivity, which has an un- 
deniably prophylactic effect in shock, and the ab- 
sence of vasomotor reactivity that characterizes 
decompensated shock. Why is one of these states 
protective, while the other is harmful? The author’s 
explanation is that, despite their functionally sim- 
ilar aspect, the two states are actually different: the 
first, which is favorable, is a state of relaxation or 
rest of the smooth muscle cells of the vessels which 
prevents anoxia, whereas the second is a state in 
which these same contractile muscle cells are ex- 
hausted as a direct result of anoxia. The failure of 
epinephrine to affect the small vessels, which is 
characteristic of decompensated shock, could then 
be explained by a metabolic and functional dis- 
turbance of the smooth muscle cells of the vessels, 
as well as by the possible oxidation of epinephrine. 
Recent experiments carried out by the author in 
relation to exhaustion of the hypertensive effects of 
arterenol confirm this belief. 


Biliary Excretion of Copper and Iron Before and 
After Intravenous Administration of the 2 Metals 
in Patients with Chronic Liver Disease. A. M. Ber- 
tolini, N. Massari and C. Guardamagna. Policlinico 
(sez. prat.) 65:283-297 (Feb. 24) 1958 (In Italian) 
[Rome]. 


The authors studied the biliary excretion of cop- 
per and of iron in 32 persons, 24 of whom had a 
chronic liver disease and 8 of whom constituted 
the contro] group. An impaired liver function was 
associated with a decreased concentration of cop- 
per and iron in liver bile only in the advanced 
stage of the disease. The authors thought that by 
injecting an isotonic solution of the 2 metals into 
the circulation the excretory malfunction of the 
liver could also be revealed in the initial stage of 
the disease when it is most needed. Consequently, 
cupric ions in a dose of 12 mg. were given intrave- 
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nously to 15 patients with liver disease and to 5 
persons with normal liver; ferrous ions in a dose of 
10 mg. were given intravenously to 9 patients with 
liver disease and to 3 persons with normal liver. 
Maximum concentration values of copper in the 
bile were observed between 60 and 90 minutes 
after injection in persons of the control group but 
between 1 and 72 hours in the patients with chronic 
liver disease. Maximum values were considerably 
lower in the patients than in persons of the control 
group. Decrease in the initial values was reached 
within 2 or 3 hours in the control group, but it 
took longer in the patients. The intravenous ad- 
ministration of the ferrous solution to persons in 
this series produced results analogous to those ob- 
tained by the administration of copper. After the 
intravenous administration of the copper solution, 
the concentration of iron in the liver bile decreased 
gradually in the control group but less constantly 
and more irregularly in the patients. An analogous 
response was obtained for the concentration of 
copper in the liver bile after the intravenous ad- 
ministration of the ferrous solution. 


PUBLIC HEALTH 


Studies on Myocardial Infarction in Malmé 1935- 
1954: II. Infarction Rate by Occupational Group. 


G. Biorck, G. Blomqvist and J. Sievers. Acta med. 
scandinav. 161:21-32 (No. 1) 1958 (In English) 
[Stockholm]. 


The infarction rate by occupation is a contro- 
versial question in the recent literature dealing 
with the epidemiology of coronary heart disease. 
Rathe, Master and Jaffe, Jacobs and Moll consider 
the socioeconomic status of the patients equivocal 
with regard to the development of myocardial 
infarction, while British authors point to an occu- 
pational difference in the incidence of coronary 
heart disease. Ryle and Russel have shown that in 
the upper (Ist) social groups in the British social 
classification 3 times as many men die of “angina 
pectoris” as in the lowest (5th) social group. 
Stamler reports that unskilled laborers in the lower 
income brackets seem to have a higher mortality 
from coronary heart disease than other men of the 
same age. The present study of the hospital mate- 
rial of myocardial infarctions in Malm6 subdivided 
the material into 3 occupational groups (employers, 
clerks, and workers) which are defined by the 
official statistics and for which data on the compo- 
sition of the population in Malmé can be con- 
structed. These patients have been further classified 
as occupationally active or nonactive. 

The total number of occupationally active men 
with primary infarction in the material numbered 
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654. These are distributed according to 5-year 
periods as follows: 1935-1939, 73; 1940-1944, 105; 
1945-1949, 212; and 1950-1954, 264. The frequency 
of primary myocardial infarction in men of various 
occupational groups, expressed as the number of 
myocardial infarctions per 1,000 inhabitants in vari- 
ous age groups within the respective occupational 
groups, is approximately equal in the various male 
groups during the first 3 5-year periods. The figures 
from the last 5-year period show that the total rate 
(within the whole group above 30 years) is sig- 
nificantly higher for employers than for clerks and 
workers. The differences between the various occu- 
pational groups for women are not considered 
significant. The infarction rate was higher among 
married than among single, widowed, and divorced 
persons, and the wives of employers may have a 
relatively higher infarction rate than the wives of 
clerks, while the wives of workers have a lower rate. 


The Mobile Unit X-ray Survey in Cardiovascular 
Disease Detection: A Report of 129,894 70 mm. 
X-rays, 3,477 Referrals. M. Feig, D. C. Cameron 
and A. Jensen. Wisconsin M. J. 57:261-265 (July) 
1958 [Madison]. 


This report deals with the cardiovascular findings 
from 70-mm. chest x-ray films taken on 129,894 
persons during 1955 by the Wisconsin State Board 
of Health mobile x-ray units. It is hoped that this 
report will demonstrate the effectiveness of Wis- 
consin’s mobile x-ray program in heart disease 
detection to the practicing physicians and to the 
local health agencies. The survey did not include 
children under the age of 15 years unless exposure 
to tuberculosis was known to have occurred. Films 
taken in mental institutions, homes for the aged, 
and general hospitals also were deleted from this 
study. The board of health encouraged industrial 
groups to participate in the screening program, for 
tuberculosis has had a relatively high incidence in 
males over 45 years of age. 

On the basis of the 129,894 films taken, 3,477 
referrals were made, and 1,904 cases of heart dis- 
ease were confirmed—a detection rate of 14.6 cases 
per 1,000 x-ray films taken. The authors emphasize 
that the 70-mm. chest x-ray is a useful and effective 
mechanism for heart disease screening. They sug- 
gest that the addition of a screening test for hyper- 
tension to the 70-mm. x-ray program should be of 
considerable value in bringing many persons to 
early medical care, thereby prolonging life and 
lessening disability. An additional benefit to be 
gained from this testing is that it will permit a more 
accurate and realistic estimation of the prevalence 
of cardiovascular disease in the general population 
than is presently afforded by a mere tabulation of 
death rates. 
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BOOSTER DOSE OF TETANUS TOXOID 
To tHE Eprror:—If one is injured a “short while” 
after completion of a series of tetanus toxoid in- 
oculations or the receiving of his latest routine 
booster dose, is it necessary to give him another 
booster dose at the time of injury? What would 
the situation be one month, three months, six 
months, and one year after the last infection? 
Gerard Marder, M.D., Gastonia, N. C. 


Answer.—Under the conditions delineated, a 
booster injection would not be mandatory even after 
a year, and possibly after several years. Certain 
pertinent principles are worthy of restatement 
(Spaeth, Nebraska M. J. 41:224, 1956): When 
measurable immunity diminishes or is lost com- 
pletely, it can be restored by means of a small 
booster injection. Apparently there is no time limit 
on this recall capacity of the body. The available 
literature indicates that response to the booster dose 
can occur 10 or more years after the basic im- 
munization. This recall response is rapid, appearing 
in about five days. It is higher, faster, and more 
prolonged than that noted with the basic injections. 
Although the booster dose can be small, it cannot 
be infinitesimal. For this reason, infection with the 
bacillus of tetanus does not elicit an adequate 
booster response; the amount of antigen is insuffi- 
cient. Toxoid contains much more antigen in a non- 
toxic form. Likewise, although increasing amounts 
of tetanus toxoid elicit correspondingly greater re- 
sponses, there seems to be no increase after 0.1 ml. 
is reached. Soluble forms of tetanus toxoid for the 
booster injection apparently give better responses 
than do depot toxoids. Nevertheless, depot toxoids 
can act as efficient booster stimuli. Individuals 
differ in their capacity to produce and retain anti- 
bodies in response to tetanus toxoid. Hence, statis- 
tical considerations cannot govern the individual 
case. Excluding booster injections during epidemics 
of poliomyelitis or during other acute illnesses, the 
contraindications to the small booster injections 
needed, i. e., 0.1 ml., are largely theoretical. Conse- 
quently, despite recommendations for booster doses 
every three years, it would seem safe and reasonable 
to maintain a perennial state of immunity by ad- 
ministering 0.1 ml, or even 0.05 ml. (with a 
tuberculin syringe), every two years or even once 
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every year. Individualization must govern such a 
program. Although a very small number of indi- 
viduals are “poor responders,” with failure to pro- 
duce antibodies protective against tetanus, toxoids 
of improved potency tend to reduce this number to 
an insignificant level. 


RECURRENT CHRONIC FURUNCULOSIS 

To THE Eprror:—A patient, aged 54, has had re- 
peated bouts of boils for the past three months 
which are resistant to any type of antibiotic or 
chemotherapy. This man has been studied for 
diabetes and other diseases which might make 
him more susceptible to infections, but he ap- 
pears to have none of these. Culture of the or- 
ganism shows it to be Staphylococcus pyogenes 
var. albus susceptible to nitrofurantoin as a first 
choice of medicament. What is the current status 
of autogenous vaccine in treatment of these re- 
sistant organisms? Would gamma globulin be of 
any value in such a case? M.D.. Nebraska. 


ANSWER.—The treatment of recurrent chronic 
furunculosis is difficult. It is assumed from the 
question that these infections are not limited to 
any particular area of the body, such as the face, 
chest and back (acne), axillae and groins (hidrad- 
enitis suppurativa ), or scalp (dissecting cellulitis ), 
since these constitute special etiological and thera- 
peutic problems. Often the new boils are produced 
by autoinoculation of pus through the hands or 
clothing. Therefore, sterilization of the surrounding 
skin is important. This can be accomplished best 
by the use of a rubbing alcohol sponge bath three 
times a day. There is no unanimity of opinion as 
to the value of autogenous vaccines. Most authori- 
ties feel that they are not of great value. Further- 
more, it is doubtful if they are worth the expense of 
isolating the organism and preparing a special vac- 
cine, since commercial stock agents, such as staphy- 
lococcus toxoid, seem to be as effective as the 
custom-made vaccines. It must be admitted, how- 
ever, that most practitioners employ vaccines in 
such cases. At the 1958 Annual Meeting of the 
American Medical Association, Morginson reported 
that gamma globulin clinically repressed 94% of 
staphylococcic dermatoses but that relapses oc- 
curred in 83% within two to four menths. There- 
fore, it is doubtful whether the use of this expen- 
sive medication would be indicated in a recurrent 
infection. Despite the gloomy picture painted by 
this answer, spontaneous recovery is to be expected 
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in such cases. This, of course, complicates the prob- 
lem of evaluating therapeutic agents for recurrent 
furunculosis. 


DESENSITIZATION 


To tHE Eprror:—Please give information on the 
most up-to-date method of desensitization against 
horse serum. Administration of tetanus antitoxin 
in large doses, with an intradermal test done 
first, is being proposed. The manufacturers of the 
antitoxin give a method of desensitization based 
on an article by Mackenzie and Hanger 
(J. A. M. A. 94:260-265 [Jan. 25] 1930). Have 
there been any changes at this time in the recom- 
mendations on desensitization? 


M. A. Perlstein, M.D., Chicago. 


Answer.—No perfect method of desensitization 
has been discovered. In the event that serious reac- 
tions are anticipated, one should consider the use 
of bovine antitoxin, after precautions have been 
taken to rule out allergy to this material. A compre- 
hensive review of the prophylaxis of acute serum 
reactions is contained in an article by Spaeth (Ne- 
braska M. J. 41:224, 1956). 


RECURRENT NIGHT SWEATS 


To THe Eprror:—A patient, 41 years of age, com- 
plains of night sweats which start at 3:30 a. m. 
and last for about three and one-half hours. This 
has occurred regularly for the last eight months. 
On a few occasions when he has not had exces- 
sive perspiration, he has had a dull headache on 
the left side of his head. He states these head- 
aches are very severe. In 1952, he had a similar 
occurrence which lasted only about three months. 
A complete physical examination shows this man 
to be in good health. Findings on chest x-rays 
were negative, as were those on an upper gastro- 
intestinal series, taken because of burning and 
some distress in epigastrium. Blood cell count, 
urinalysis, and all other laboratory studies re- 
vealed normal findings. The thyroid gland ap- 
pears to be normal, and his weight has remained 
constant. He feels well, except when he is having 
excessive perspiration, at which time he also has 
chills. His temperature taken during the night 
before and immediately after the attacks of ex- 
cessive perspiration is normal. What is the pos- 
sible diagnosis, and what treatment might be 


given? M.D., Michigan. 


ANswER.—Excessively copious night sweats usu- 
ally occur because of some infection which pro- 
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with prostration and debility leaves the person lia- 
ble to excessive sweats not only at night but in the 
daytime. This is common after viral infections but 
rarely lasts more than a few days or weeks. An 
occasional patient with much anxiety may have 
attacks at night characterized by sweating and 
shivery feelings; these are usually without frank 
chills, often with tachycardia, and sometimes with 
palpitation or dyspnea. The sweating of thyrotoxi- 
cosis has no preponderant nocturnal emphasis. If 
thyroid disease can be excluded, it might be well 
to check into the seasonal occurrance of these at- 
tacks and find out whether the man uses too many 
blankets at night, sleeps in an overheated room, 
or has any findings suggestive of a neurosis. 


ARTHRITIS OF THE SPINE 

To tHe Eprror:—A patient, aged 52, has a mixed 
form of arthritis of the spine which could be de- 
scribed as rheumatoid arthritis (Bechterew’s dis- 
ease). It seems to show the typical changes in the 
cervical and dorsal region. There is definite osteo- 
porosis of the entire spine and a loss of the 
sacroiliac joint space with fusion. This patient has 
some calcification of the ligaments in the lower 
spine. His brother also has this disease in its typi- 
cal form. Is x-ray therapy considered beneficial 
when this condition has been present for a while? 
Is there any other treatment superior? What 
would be the treatment of choice? The patient's 
blood calcium level is 8.7 mg.%. 


M.D., Alabama. 


Answer.—The collagen and arthritic diseases, of 
course, are not easily separated into definite diag- 
nostic categories. A patient who has a generalized 
ankylosing arthritic process in his spine and sacro- 
iliac joints goes through some acute phases when 
the process is painful. During these periods, x-ray 
therapy is beneficial to relieve some of the pain. 
No other treatment is of great benefit. However, 
conservative treatment to maintain the right pos- 
ture of the spine, with a hard bed, physiotherapy, 
and a Taylor type of brace, are important. 


PAIN IN THE TONGUE 


To THE Eprror:—A 59-year-old woman with multi- 
ple sclerosis complains of periodic bouts of neu- 
ralgic, knife-like pain in the right side of her 
tongue. Examination of the tongue, teeth, 
pharynx, larynx, and neck are unrevealing. She 
has taken various medicaments without apprecia- 
ble relief. Please give suggestions for further 
therapy. 


duces an intermittent fever, the fever and the 
sweats being associated. Tuberculosis is the classic 
culprit, and, despite the normal result of the exami- 
nation so far, it would be well to do a tuberculin 
test. Other chronic infections should be sought. 
Occasionally, convalescence from a severe illness 


Edward T. Carey, M.D., Clinton, lowa. 


Answer.—Knife-like pain in the tongue in multiple 
sclerosis is very unusual. Textbooks contain no dis- 
cussion of this phenomenon, nor do the experts 
seem to have had any experience with it. Pain on 


| 
i 


844 QUESTIONS AND ANSWERS 


the right side of the face is not unusual, but, limited 
to the tongue, it is exceptional. The only suggestion 
would be to attempt procaine alcohol block for the 
branch of the fifth (facial) nerve, which supplies 
the innervation to the tongue. Topical applications 
would be useless. 


ELEVATED SERUM CHOLESTEROL LEVEL 


To THE Eprtor:—A patient in his early 60’s, who 
had on yearly examinations an only slightly ele- 
vated serum cholesterol level (240-270 mg.%) on 
an unrestricted, average diet, suffered a myocar- 
dial infarction about three months ago. He is now 
on a fat-restricted diet and receives papaverine 
hydrochloride, bishydroxycoumarin, and a com- 
bination of unsaturated fatty acids with vitamins 
B, and E. In spite of this, the serum cholesterol 
level stays considerably elevated; even when 
measured on different days, times, and hours it 
varies between 330 and 350 mg.%. Is there any 
possibility that the papaverine or bishydroxycou- 
marin may tend to raise or keep the serum cho- 
lesterol level high? 

W. Scheffler, M.D., Merchantville, N. Y. 


Answer.—None of the drugs or other therapeutic 
measures mentioned should influence blood lipids 
except for the unsaturated fatty acids, whose in- 
fluence, as reported in recent literature, has been 
to lower cholesterol levels in a high percentage of 
individuals with hyperlipemia. This patient should 
have adequate investigation to eliminate the possi- 
bility of myxedema or nephrotic syndrome with 
coincident hyperlipemia. If these can be eliminated, 
it would seem justified to discontinue medication 
other than the low fat diet and anticoagulant ther- 
apy and observe the effect on the serum cholesterol 
level. 


UTILIZATION OF CALCIUM 
To tHE Eprror:—Is the calcium in powdered milk 
as well utilized by the human body as the cal- 
cium in whole fresh milk? What is the relation- 
ship of calcium intake to the formation of teeth 
and to the prevention of caries? 
M.D., New York. 


ANSWER.—From the nutritional standpoint, the 
calcium of powdered milk is as well utilized by the 
body as is that from fluid whole milk. It is present 
in the same form. The extent of the utilization of 
calcium will, of course, depend on other dietary 
factors, such as the amount of phosphorus, vita- 
min D, and the chemical forms of these elements 
in the diet. Phosphorus in the form of phytic acid, 
of course, interferes with the absorption of calcium. 
The calcification of the teeth is influenced by a 
number of factors. It is well known that vitamin D 
is essential to normal calcification. The parathyroid 
glands play a part in regulating the concentration 
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of calcium ions in the blood plasma. According to 
the Council on Dental Therapeutics of the Ameri- 
can Dental Association, “The available evidence in- 
dicates that if the calcium intake is adequate for 
general health, addition of calcium compounds to 
the diet does not serve to prevent dental diseases 
including caries or to medicate their effects.” It 
should be remembered that enamel and dentine 
are practically completely calcified in an early age 
in life and experience only limited and varied cal- 
cification and replacement during the life of an 
individual. This proceeds at an extremely slow rate. 


HERPETIC LESION AND MENSTRUATION 
To THE Eprtor:—A question appeared in THE Jour- 

NAL for June 14, 1958, page 925, regarding a 
patient who had herpetic lesions of the mouth 
prior to the menstrual period. A report of a simi- 
lar case was published by Berger ( Ann. Int. Med. 
42:205, 1955), and he established quite convinc- 
ingly that his patient's ulcerative stomatitis was 
caused by endogenous progesterone, as suggested 
in the answer to the above question. Berger's 
patient was rendered free of symptoms by sup- 
pression of menstruation, and desensitization to 
progesterone was carried out by injection at 
weekly intervals. After resumption of menstru- 
ation, the patient remained free of symptoms for 
a year and remained so at the time of publication 
of Berger’s report. 

Theodore W. Houk, M.D. 

337 Stimson Bldg. 

Seattle 1, Wash. 


CHOLESTEROL VALUES DURING 
PREGNANCY 


To tHE Eprtor:—This comment is made in refer- 
ence to the question and answer on cholesterol 
values during pregnancy, which appeared in THe 
Journat for July 19, 1958, page 1572. A recent 
study, performed by myself and associates (Am. 
J. Obst. & Gynec., to be published), on women 
during normal pregnancy revealed a steady rise 
in mean total cholesterol levels from 173 mg. per 
100 cc. during the first trimester to 350 mg. per 
100 cc. at the time of labor. Just prior to delivery, 
51 of the 69 women tested had a total cholesterol 
level exceeding 300 mg. per 100 cc. and 17 had 
values in excess of 400 mg. per 100 cc. of blood. 
These values are higher than generally assumed. 
In addition, a study of 48 placental vein samples 
indicated that the newborn infants’ total choles- 
terol levels averaged 117 mg. per 100 cc. The 
method of determination was that described 
by Schoenheimer and Sperry (J. Biol. Chem. 
106:745, 1934). 

Howard J. Wetstone, M.D. 
Hartford Hospital 
Hartford 15, Conn. 
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articles appearing in THe JouRNAL or in any of 
the specialty journals published by the Association 
will not be permitted. 


MANUSCRIPTS: Manuscripts should be 
typewritten, double-spaced and the original, not CLINICAL DIRECTOR — TO HEAD CHALLENGING 
the carbon copy, submitted unrolled. Carbon cop- training and research programs in 3,000 bed state 
: ingle-spaced ipts will not be * mental hospital ; approved for 3 years residency train 
jes, OF sng) Spaced manuscripts n con ing in psychiatry; eight room house available at nom- 
sidered. Footnotes and bibliographies should inal rate; pecloranente pian ond many other excellent 
conform to the style of the Quarterly Cumulative yenefits; salary $12,600 to $16,383; annual increments 

: $630; near New York City and central Jersey shore 
Index Medicus published by the American Medical requires nts: Board Diplomate in end 
Association, This requires in the order given: New Jersey license. Apply: J. Berkeley Gordon, Medical 
name of author, title of article, name of pe iodical, — New Jersey State Hospital, Mariboro, a 
with volume, page, month—day of month if weekly 
—and year. Because of lack of space, it is necessary OPPORTUNITIES AVAILABLE IN VIRGINIA FOR 
to limit the number of bibliographic footnotes to ph 
eighteen. Unused manuscripts are returned by 
regular mail. Used manuscripts are not returned. 


experience $10,032 to $12,000; applicants without train- 
ing or experience given on-the-job training and paid 
RESPONSIBILITY FOR STATE- liberal sick leave, ‘vacation and’ retirement “benefit 
MENTS: While ripts are ct to rite: Director of Local Hea ices, State Depart- 
editing so that they conform to the style adopted ment of Heath, 16, c 
by the American Medical Association for its 

publications, the author assumes the responsibility 

for the statements he makes. Unless so stated, the 

opinions expressed in articles in THE JouRNAL do 

not represent those of the American Medical 
Association or any other organization. 


ILLUSTRATIONS: Half-tones and zinc 
etchings wiil be furnished by THe JouRNAL when 
satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author’s name on the back. Photographs 
should be clear and distinct; drawings should be 
made in black ink on white paper, Used photo- 
graphs and drawings are returned after the article 
is published. 


WANTED —OPHTHALMOLOGIST FOR LOCATION IN 
northern Illinois county; this is the center of a ric 
farming community and industry; also a large univer- 
sity located in town; opportunity for right person to 
earn at least $20,000 the first year, inasmuch as there 
will be no overhead for a modern up-to-date office; 
containing all new equipment, including a reception 
roam, refracting room, treatment and consultation 
space; teaching assignments possible; a good opportu- 
nity for surgery and good cooperation from local medi 
cal men. Box 6820 C, % AMA. 
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WANTED —-TWO DOCTORS; ARNOLD, NEBRASKA; 
population 1,000; trade area 3,000; 35 and 40 miles to 
a larger town; modern clinic, new; 12 bed hospital ap- 
proved by AHA; drug store; five churches; Chamber 
of Commerce with 50 active members; references to 
financial possibilities. Dr. Leslie Potts, Warroad, 
Minnesota; Dr. Max Raines, North Platte, Nebraska; 
Dr. Mike Chaloupka, Callaway, Nebraska, Arnold 
Community Hospital. c 


GENERAL PRACTITIONER—FOR STAFF OF GROUP 
practice clinic; serving membership of over 20,000 in 
Washington, D. C., department heads and many other 
staff members have American Boards; prefer man with 
2 years general internship and graduate of grade A 
medical school; annual salary open; one month vaca- 
tion, sick leave, comprehensive retirement plan. Write 
to: Medical Director, Group Health Association, Inc.. 
1025 Vermont Avenue, N. W., Washington 5, D. C. C 
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PATHOLOGY RESIDENCY — 4 YEAR RESIDENCY 
program approved in both branches of pathology; 500 
bed general hospital with excellent hospital and de- 
partment staff; university of lowa and private hospital 
affiliations ; approved school of medical technology 
affiliated with university: appointment can be adjusted 
if candidate has previous training; foreign graduates 
eligible; salary $3,000 to $4,700. Apply: K. R. Cross, 
MD, Veterans Hospital, lowa City, Lowa. Cc 
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PRICE LIST 
A price list describing the various publications 
of the Association will be sent on request. 


AMERICAN MEDICAL ASSOCIATION 
535 N. DEARBORN STREET, CuIcaco 10 
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These are the skilled hands that 
help guide BLUE SHIELD, 


HESE are busy hands—hands 

ruled by a mind that never 
rests in its quest for new ways to 
help others. It is this dedication 
to a professional ideal that leads 
so many doctors to participate 
actively in Blue Shield Plans. 

Doctors realize the problems of 
people who put off getting prompt 
and proper care because they fear 
they cannot afford it. In Blue 
Shield, doctors see a most effec- 
tive way to prevent any such bar- 
rier coming between themselves 
and their patients. 

Blue Shield Plans are backed 
by doctors through their local 
medical societies. This doctor 
guidance helps to maintain a 
realistic schedule of benefits for 


hundreds of operations and many 
nonsurgical services. All money 
taken in, except for needed ex- 
penses and reserves, goes toward 
paying members’ doctor bills. 
Membership costs are kept low 
enough to be within the reach of 
almost every employed person. 
The enthusiasm with which 
doctors view Blue Shield is 
apparent. Today approximately 
120,000 practicing physicians in 
areas served by Blue Shield Plans 
actively participate in the pro- 
gram. Equally important is the 
public acceptance of Blue Shield. 
More than 40,500,000 persons are 
now enrolled, and new members 
continue to join at the rate of 
thousands every working day. 


Without the cooperation of doc- 
tors like yourself, Blue Shield could 
not exist. With your continued 
support, sound progress is assured. 


BLUE SHIELD. 


A PARTNERSHIP 
OF DOCTOR AND PATIENT 


®Service marks registered by 
Blue Shield Medical Care Plans 
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FROM PHYSICIANS’ FILES... 


proof in practice 


These data deal with results obtained 
from 2,003 physicians, treating 
21,248 hypertensive patients with 
Unitensen. The “Proof in Practice” 
study validates, in day-to-day private 
practice, the findings of clinical 
trials in hospitals and institutions. It 
proves that Unitensen affords well- 
tolerated, dependable office manage- 
ment for the majority of hyperten- 
sive patients. Unitensen lowers blood 
pressure, improves cerebral and renal 
blood flow, exerts no adverse 
effects on circulation and, is virtually 
free of serious side effects. 


REPORTS: 


patients percent 


results 


6,589 excelient 31.0% 
10,911 good 51.3% 
2,712 fair 12.8% 
1,036 unsatisfactory 4.9% 


Total number of patients—21,248. Tota 
: number of side effects—638 3.0%) 


UNITENSEN® 


Each Unitensen tablet contains 
Cryptenamine (tannates) 2. 0 mg. 


UNITENSEN-R® 


tenamine 
Each Unitensen-R tablet contains Cryp' 
(tannates) 1.0 mg.; Reserpine, 0.1 mg. 


Clinical supplies available upon re- 
quest. For economy, prescribe in 50's. 


IRWIN, NEISLER & Co. 
DECATUR, tLLINOIS 


TONICS AND SEDATIVES 
My Favorite Story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


Here’s a new scrubbed version of the 
traveling salesman and farmer’s daughter 
jokes. 

Two salesmen called on a farmer with 
whom they had done business, only to dis- 
cover from his wife that the gentleman was 
no longer alive. 

The young attractive widow suggested 
that the salesmen stay overnight. “One of 
you take the bedroom over my room and 
the other can occupy the back bedroom.” 
Next morning she prepared a fine breakfast 
for them and they went on their way. 

Several months later the two salesmen 
met on a train and began discussing that 
evening at the farmer’s home. “Did you go 
downstairs that night?” asked the first sales- 
man. 

“Yes, I did,” admitted the second sales- 
man. “Why are you grinning?” 

“Did you give her my name?” 

“Well, yes, I told her I was you. Why?” 

“I just received a letter from her lawyer,” 
the other explained. “She died and left me 
her farm.” 


PSYCHIATRIST 


A small child approached a neighbor on 
the street and asked her if she would please 
open the front door of his house for him. 
Being obliging, the neighbor proceeded to 
the glistening red door handle and opened 
the door. 

As she turned to leave, she smiled and 
said, “Why didn’t you open it yourself?” 

The child looked down at her hand, then 
up at her face and said, “Wet paint.” 


Still on the subject of restaurants, this 
story concerns a waitress who dropped a 
tray of dishes. The proprietor, being an 
even-tempered man, made no comment for 
fear of embarrassing the girl. 

A half hour later she dropped a second 
tray of dishes which broke all over the 
floor. The proprietor lifted a tactful eye- 
brow. 

An hour later—crash! 

“More dishes, Marie?” the proprietor 
asked. 

Looking at him ruefully, she responded, 
“Less.” 


(Continued on page 80) 
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SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


ANESTHESIOLOGY: (a) Hd dept 160 bed hosp, to be 
increased to 300; bringing thor surg to city so def 
need for MD; PP; southern indus city (b) independ- 
ent contractor for Calif hosp; 4 anes handle about 300 
surg & 75 maternity cases a mo; est net income about 


ASSOCIATION: 
nificant am 
sal. 


ich 

CARDIOLOGY : Grp, NW, versed in procedure of cardiac 
catheterization; sal open 

DERMATOLOGY: (a) well est orp of 10: outskirts Choo; 
%. prtnrshp, salary—whichever preferred (b) assn 
w/Cert Derm; Mich; $12,000; tchg appntmnt avail 

ENT: 14 man va iil; cons. more than a mo 
w Bionsty prtnrshp (b) outstndng grp of 12; MW: $i8.- 

000 & incentive plan based on production 

GENERAL: (a) assn; Alaska; salary Ist yr, then % & 
prtnrshp (b) assn; Calif; $1000 start plus 10°. of 
gross, exceeding $5000 a mo (c) assn, w Int Med & 
ob, $1250 start, increased to $1500 a mo w prog in- 
creases thereafter, Minn (d) for mobile blood-opera- 
tions, $7344, w/yrly increases & fringe benefits; 40- 
hour wk; MW (e) assn, w some surg, Tex, 

to $15, 000 ist yr rk clinic, diversified indus comm, 


Age well est. genl. medical pract. w sig- 
urg.; rapid advnemnt full prtnrshp: 
$250 week, plus bonus; indus. 


sal ist yr (b) assn: 

1000 & med expenses: future 

; $1000 start & upward te 

000 when suff volume attained to justify increases 
orp; Detroit; some GP; $15,000 start w min 
$20 each yr 

MEDICAL DIRECTOR: Insurance Plan; MW metropoli- 
tan city; administrative ability & bekgrnd required; 
between 40- considerable contact w. ex- 


ecutive staff; 
OBSTETRICS. GYNECOLOGY: 5-man orp; $12.- 
potential over $30,000 (b) new orp: NJ; 


% personal gross initially w future prtnrshp 
OPHTHALMOLOGY Dire Need; 16 man clinic; 
man: indus center: $12,000 start 
ORTHOPEDICS: (b) clinic: Ohio; qual Hd dept & inter- 
ested in resrch (c) well-known grp of 37 yng men: 
East; excel. starting salary w yrly increases thereafter 
PATHOLOGY: (a) assn; East; sal or comm ranging be- 
tween $20-25,000 (b) Dir of Lab & of 
intern Educational Prog: MW; guar $18.0 
PEDIATRICS: (a) 3-ma orp; NJ; °% of Al gross 
initially w/future prtnarshp (b) comm med grp, . Va 
Bo’d Cert spec begin w/net annual income of $19,000 
desi’ oi (a) for Co hosp Mental Hith Cl; $14,400: 
RADIOLOGY: 


(a) hosp assn; deep So; $15,000 Ist yr 
increasng (b) 
Rad; MW; 


assn 


assn w.8 man orp, all doing 
4,000 Ist yr—can make additional $5000 

outlying hos 
SURGERY: (a) w/some GP, trauma & indus surg: 
in well-est pract; sal to $1000 a mo for 6 mos, 


share 
then 


—' : UL (ce) prepared to do GP for yr or 2: sm 
o’d or Bo'’d Elig spec: Mich; $15,000 start 
TUBERCULOSIS: (a) staff state The hosp; South: $7500 


start; compi mtn (b) asst phys; state hosp; MW; to 
$9600 & mtn 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


PEDIATRICIAN—-FOR STAFF OF GROUP PRACTICE 


clinic; serving membership of over 20,000 in Washing 
ton, I C., prefer Board eligible physician who has 
finished residency recently or now finishing; annual sal 
ary open; one month vacation: sick leave; comprehens 
ive retirement plan. Write to: Medical Director, Group 

1025 Vermont Avenue, N. W., 


Health Association, Ine., 
Washington 5, D. C. Cc 
OF TEN PHYSICIANS 
a college community ; 


STABLISHED CLINIC 
located in 


WELL E 
in western Kentucky; 


Coueres to fill the following openings before January 1, 
19 board or board eligible; ophthaimol 
pee tt ard or board eligible; general practitioner, age 
28 to 35; guaranteed salary the first year; peecentags 
basis and partnership arrangements fox 6845 C 
AMA. 


WANTED—BOARD CERTIFIED ORTHOPEDIC SUR- 
geor; for full time hospital practice in professional care 
program of the Miners Memorial Hospitals; starting 
compensation $20-22,000; progressive pay scale. For de- 
tails address: The Clinical Director, Miners Memorial 


Hospital Association, 1427 Eye Street, N. W., Wash- 
ington 5, D. C. c 
WANTED GENERAL PRACTITIONER FOR TOWN IN 
Missouri; medical center in the Heart of the Ozarks 


with three open staff hospitals; records available; office 
located in newly built medical building which already 
two general 


contains 3 psychiatris* Ss, a neurosurgeon; 
surgeons and 3 dentists; perfect climate, good housing 
Reply: Box 6632 C, % AMA. 


| WANTED—BOARD CERTIFIED RADIOLOGIST—FOR 


full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting 
tion $18-20,000; pay seale. For details ad- 
dress: The Clinical Director, Miners Memorial Hospital 
1427 Eye Street, W., Washington 


GENERAL PRACTITIONER—FROM $1,500 TO $2,000 


monthly; over $100,000 monthly payroll; new lake 4 
miles; visited by million people annually; nearest hos 
pital 40 miles; nearest doctor 23 miles; many retired 
people; will help doctor get started; population 1,000 
7,000 in area. Contact: Chamber of Commerce, Mt 


Ida, Arkansas. 


WANTED — BOARD CERTIFIED OBSTETRICIAN- 
gynecologist for full time hospital practice in profes- 
sional care program of the Miners Memorial Hospitals; 

starting $18-20,000; progressive pay scale. 

For details address: The Clinical Director, Miners Me- 

morial Hospital Association, 1427 Eye Street, N. W.. 

Washington 5, D. C. c 


(Continued on page 80) 
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A CIBA Documentary Report 


How clinicians 


evaluate the safety 
and effectiveness of 


as a psychic stimulant 


CONDITIONS TREATED 


RESULTS 


COMMENTS ON SAFETY 


Depression accompanying chronic 
illness and convalescence from 
short-term illness; mild depression 
induced by life pressures; over- 
tranquilization. 


“The drug gave a plateau type of 
stimulation, smooth onset, with 
no euphoria . . . The effect lasted 
about four hours, gave the patient 
a feeling of well-being .. .” 


“The side effects of Ritalin are 
minimal.” ‘“The work showed that 
the drug had no effect on blood 
pressure, the blood count, urine 
or blood sugar, did not depress 
the appetite, and produced no 
tachycardia.”"! 


Lethargy, fatigue and emotional 
depression secondary to chronic 
illness in elderly patients; mild 
depression secondary to short- 
term illness. (Twenty-three ‘“‘nor- 
mal,” healthy people also received 
the drug.) 


“For the entire 112 patients 66 
per cent showed marked improve- 
ments [obvious drug effect and 
mood improvement] . . .” 


“No serious side reactions were 
noted .. . In no case was it nec- 
essary to stop the drug. No evi- 
dence of significant effect upon 
blood pressure or pulse has been 
found. This is particularly inter- 
esting, since these side effects have 
been common with [certain] other 
mood elevating drugs . . 


Drug-induced psychophysiologic 
depression; physiologic after- 
effects of certain anesthetics; bar- 
biturate intoxication; moribund 
states due to systemic infection. 
(All patients were epileptic, 
mentally retarded and/or brain 
damaged.) 


“All except two [of 129] patients 
responded to the initial injection 
fof parenteral Ritalin] within 14% 
to 15 minutes.” 


“In no instance was there any 
evidence of untoward effects.” 

. the very poor basic physical 
condition of our patients in this 
study, those associated with pro- 
found chronic brain damage, ac- 
centuates the [relative] safety of 
parenteral Ritalin . . 


INDICATIONS FOR RITALIN AS A PSYCHIC 
STIMULANT: Oral Ritalin is indicated for chronic 
fatigue and depressed and lethargic states such as 
occur in chronic illness, old age, etc.; to overcome 
lethargy or depression associated with tranquilizing 
agents, barbiturates and antihistamines; to improve 
behavior patterns in psychoneuroses and in certain 
senile and/or psychotic patients. Parenteral Ritalin 
is indicated for hastening recovery from postopera- 
tive barbiturate anesthesia; for psychiatric conditions 
assgciated with depressions; for stimulation of freer 
verbalization during psychotherapeutic interviews 
and for initiating therapy in selected psychiatric 
patients; for cases of acute overdosage of barbiturates, 
tranquilizers, anticonvulsants or other sedative drugs. 


DOSAGE: Oral: Dosage will depend upon indication 
and individual response. Many patients respond to 
10 mg. b.id. or t.id. Others will require 20-mg. 
doses. In a few cases, 5-mg. doses will be adequate. 
If inability to sleep is encountered, last dose should 
be given before 6 p.m. Parenteral: 10 to 30 mg., intra- 
venously or intramuscularly. RITALIN® hydrochlo- 
ride (methylphenidate hydrochloride CIBA) 


REFERENCES: 1. Natenshon, A. L.: Dis. Nerv. System 
17:392 (Dec.) 1956. 2. Landman, M. E., Preisig, R., and 
Perlman, M.: J. M. Soc. New Jersey 55:55 (Feb.) 1958. 
3. Carter, C. H., and Maley, M. C.: Dis. Nerv. System 
18:146 (April) 1957. 


CIBA 


2/2593MK SUMMIT, N. J. 
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ACTI 


Metamucil does 


In constipation, Metamucil pro- 
duces SOFT, easy stools and 
activates gentle peristalsis. By 
adsorbing and retaining water 
within the stool Metamucil pre- 
vents hard feces from forming. 
And it adds to the intestinal resi- 
due a soft, plastic bulk which 
ACTIVATES the normal reflex 
activity of peristalsis. 


Metamucil is a brand of psyllium 
hydrophilic mucilloid with dextrose. 


SEARLE 


TONICS AND SEDATIVES (Continued) 


A prosperous gentleman had been eating 
regularly at a restaurant in Mid-Town Man- 
hattan where the food and service were 
exceptional. He always left a handsome tip. 
One night he noticed a new waiter was 
serving him, “You're new, aren’t you?” in- 
quired the gentleman. “Where’s my regu- 
lar waiter?” 

“He isn’t your regular waiter any more,” 
the waiter answered with pride. “Last night 
I won you in a dice game.” 


One afternoon at the zoo, a crowd of 
people had gathered around the vultures’ 
cage. The two vultures inside stared steadily 
out. Then one of them turned to the other 
and said, “Just look at that mob out there, 
and not a dead one in the lot!” 


An actor who had played a thousand 
characters entered a vaudeville theatre, 
looked at the schedule, and complained to 
the manager. “I have never been so in- 
sulted in my life. You have a trained ape 
act on ahead of my performance. I refuse 
to follow an ape.” 

“You're right,” scowled the manager 
looking at the actor. “The audience may 
think it’s an encore.” 


The Poetry Corner 


The plump Mrs. Nottingham-Corso, 
Had a gown that plunged low, only 
more so; 
When she asked, “How’s the dress?” 
Her husband said, “Bess, 
Don’t you think that you may lose 
your torso?” 
There was a young lady of Erskine, 
Who had a remarkably fair skin. 
When I said to her, “Mabel, 
You look well in your sable,” 
She replied, “I look best in my bearskin.” 


No Flash in the Pan 


“The boy’s new here,” apologized the 
boss. “We can get some for you from the 
warehouse, madam, and if you'll come back 
tomorrow, I’m sure you'll find the counters 
full of them.” 

The woman smiled and walked away. 
“Now that was poor salesmanship,” said 
the boss. “Never say we don’t have any- 
thing. This way she'll be back tomorrow. 
By the way, what did she say?” 

“She said, “We haven't had any rain 
lately.’ ” 


(Continued on page 82) 
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OUR 62ND YEAR 


WOOD WAR 


BUREAU 
FORMERLY AZNOES 


Wabash-Chicage, IIL 


ANESTHESIOLOGY: (t) Dir Soot new hosp; 
7 net excess $25 ist yr; SE. 
ert or 
; ; lovely univ twn, M 
Hosp & ofc pract; Pacific island; 2 yr 
contract, renewable; about $12,000; increases; trans- 
portation; furn housing at low rent. 

GENERAL PRACTICE: (p) Assn; excl new orp: ige gent 
& indus pract; $15,000 net, incres’g to $20-25,000; 
os (q) Assn w/GP est 7 yrs; sal, 6 mos then prtnr- 

; pract netting $70,000; Arizona. 
MEDICINE: Med Dir; Ige co, 7500 
wili have assoc 2 staff phys; sal open; 
(z) Pref w/inter Aviation Med: supervise 
2 indus units: about $12,000; Fla jie read. 

INSURANCE MEDICINE: (m) Chief med examiner, 

insur co; req’s internist; $12,000; East. 

INTERNAL MEDICINE: (k) Grp assn; oppor 

ist yr; no investment; vie Los Angeles. (1) 
Dept; ‘14 man prtnrshp grp; one w/inter Allergy; 
$1000 mo; increases, each 6 mos; prtnr 3 yrs; SW. 
(m) Med Dir; tge bus institution ; 9,000 emplys; 

pref cardiology trong; $15-2 

) Oph; hd dept; 25 orp; to 

(r) fa dept; 26 man orp; % arrngm 

OB-GYN: (v) Hd dept; new post; 3 — one ” share 

a & expenses equally; no initial investmt; Calif; 
Assn 30 man orp; $15-20,000; 

ORTHOPEDICS: (n) Assn 30 man orp, 
aver $18,000, exc! potential; Calif. 

PATHOLOGY: (n) Path & Director, Clin Labs, 150 bed, 
genl-vol-JCAH hsp; expndg tab facils; % basis; guar 
min $20,000; nr , East. 

; new post; gre 4 GP's; 175 
i Ped; estabd 


"Dipls or Elig: 


amid se ot hsps: 
GERY: (r) 


E. (m) N 
RADIOLOGY: gen vol, fully- 
apprvd hosp, expndg; 'N (k) Ha dept: 
new med cntr; sal open; coll twn 150,000, Pac NW. 
STUDENT HEALTH. (2) Staff phy; univ 10,000 Bao 
H centr clinic & 54 


W-Mtn 
Dip! cl orp, estabd "30, affild 
AH hosp; about $19,000; SE. (x) Dipt or 
S; dir impor indus cl; $18,000 
> Ce) Assn 2 Bd urols: own new $100,000 bide: 
; increases $25,30,000, 5 yrs; oppor buy sen- 
ior prtnr’ s interest sevi yrs; MW. 


PLEASE SEND FOR AN ANALYSIS FORM we 
MAY PREPARE AN INDIVIDUAL SURVEY FOR you 


We offer you our best endeavors—our integrity—our 62 
year record of eff 
STRICTLY. CONFIDENTIAL 


DERMATOLOGIST--FOR STAFF OF GROUP PRAC 
tice clinic; serving membership of over 20,000 in Wash 
ington, D. C., prefer diplomate or Board eligible phy 
sician; annual salary open; one month vacation; sick 
leave; comprehensive retirement plan. Write to: Medical 
Director, Group Health Association, Inc., 1025 Vermont 
Avenue, N. . Washington 5, D. C c 


PSYCHIATRIST — PREFERABLY BOARD OR ELI- 
gible for accredited 720 bed hospital with progressive 
treatment program including research; $9,890 to $14,685 
depending on qualifications; scenic Black Hills with 
unusual recreational advantages; moderate climate; 
housing available. Manager, Veterans 
Hospital, Fort Mead, South Dakota 


WANTED—BOARD CERTIFIED PEDIATRICIAN FOR 
full time hospital practice in professional care pro- 
gram of the Miners Memorial Hospitals; starting com- 
pensation $18-20, ; progressive pay seale. For details 
address: The Clinical Director, nore Memorial Hos- 
Association, 1427 Eye Street, N. W., Washington 


IMMEDIATE ILLINOIS OPENING; EXPERIENCED 
general practitioner and or internist; under 40; gradu- 
ate Class A school; $12,000 guarantee with percentage; 
early potential for energetic, ambitious man $25,000 
Give complete personal and professional background 
first letter to: Box 6850 C, % AMA. 


WANTED—BOARD CERTIFIED ANESTHESIOLOGIST 
for full time hospital practice in professional care pro- 
gram of the a Memorial Hospitals; starting com- 
pensation ; progressive pay scale. For details ad- 
dress: The Clinteal Director, Miners Memorial Hospital 
——. 1427 Eye Street, N. W., Washington $, 


CHIEF OF PROFESSIONAL SERVICES; EXCELLENT 
teaching opportunity; 400 bed hospital; salary open to 
top-notch individua!; wonderful southern California 
city; must be member of American Board or eligible 
Apply: Administrator, General Hospital, Riverside 
County, Riverside, California. c 


WANTED—BOARD CERTIFIED PATHOLOGIST; FOR 
full time hospital practice in professional care program 
Memorial Hospitals; starting compensa- 

pay scale. For details address: 
linical’ Director. Hospital Asso- 
ciation, 1427 Eye Street, » Washington 5, D. C. C 


— GENERAL SURGEON FOR 228 GM&S 
beds 1,000 bed NP hospitals; applicant must be citi- 
zen and licensed any state; salary range $9,890 to 
$16,000 according to experience and educational back- 
ground. Apply: Manager, Veterans Administration 
Hospital, Topeka, Kansas c 


(Continued on page 84) 
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Are you unhappy with 
old-fashioned, high-potency 


vasoconstrictors? 


Then try 


VASOCORT 


“‘Vasocort’—hydrocortisone, plus Paredrine* and phen- 


ylephrine, all in low concentrations—is a new and 
mild, yet strikingly effective, intranasal solution spe- 
cifically developed to reduce inflammation, edema and 
engorgement in 


Acute, Chronic and Allergic Rhinitis 


‘Vasocort’", a new concept of intranasal medication, 
almost never produces burning, stinging, or rebound 
turgescence. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for hydroxyamphetamine 
hydrobromide, S.K.F. 
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WHEN BABIES 

eB AND CHILDREN 
ARE CONSTIPATED 


Borcherdt 
MALT SOUP EXTRACT 


promotes the growth and develop- 
ment of favorable gram positive 
intestinal flora. Produces soft 
stools naturally, with no intestinal 
inflammation, no gas pains, no 
stomach upset. For over 45 years 
this time-tested product has been 
keeping babies and children 
regular. 

For infants, two tablespoonfuls 
in the daily formula (in water for 
breast-fed babies) bring about 
most satisfactory results in even 
the most stubborn and difficult 
cases. Malt Soup Extract is also 
used in cereals, fruit juices or milk 
for growing children. 

MALT SOUP EXTRACT is spe- 
cially processed non-diastatic 
barley malt extract neutralized 
with potassium carbonate. It’s a 
food supplement, not a drug. 


Now in two forms—powder and — 


liquid—in 8 oz. and 16 oz. jars. 


Samples and literature will be sent gladly 


BORCHERDT COMPANY 


217 North Wolcott Avenue, Chicago 12, Illinois 
In Canada CHEMO-DRUG COMPANY, LTD., Toronto 


Borcherdt Company 

217 N. Wolcott Ave., Chicago 12, Ill. 

Gentlemen: Please send me free sample of Malt Soup 
Extract and literature. 


TONICS AND SEDATIVES (Continued) 


A salesman worked for a sales manager 
who was notorious for his tightness. One 
day the salesman got snowbound up north 
and sent the following telegram: “Trains 
and buses not running. Wire Instructions.” 

The sales manager wired back, “Start 
vacation as of yesterday.” 


e 
Quotes of the Week 


The woman cries before the wedding 
and the man afterward. 
The worse thing about getting old is 
listening to your children’s advice. 
She has only three requirements for a 
husband: money, wealth, and property. 
Generally the bride looks stunning and 
the groom stunned. 
7 
One advantage of being married is that 
you don’t make a fool of yourself without 
finding out about it. 
When a pensive little thing gets married, 
she often becomes an expensive thing. 
Man has conquered the air, but so has 
our neighbor’s television. 


The fellow who does nothing is doing 


somebody. 


When buyers do not fall for prices, prices 
must fall for buyers. 


Life is a constant struggle to keep up 
appearances and keep down expenses. 


BURROUGHS WELLCOME & 60. (45.4) me 


Tuckahoe, New York 


TOWNE -PAULSEN 


146 WEST BELLEVUE ORIVE © PASADENA. CALIFORNIA 


“For a while I treated his condition myself ... . 
thought, why should I deprive the doctor of his livelihood?” 


i 
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“This substance [Vitamin K,] 
has added greatly to the 
safety of anticoagulant therapy” 


reverse anticoagulant-induced hypoprothrombinemia 


VITAMIN Kj 


the only available preparation chemically identical with naturally-occurring vitamin K,.. . 
“has a more prompt, more potent and more prolonged effect than the vitamin K analogues””” 


Dosage: Orally, to modify anticoagulant effects: 5 te 10 mg> initially; 15 to 25 
sag. for more vigorous action. Intravenously, for ant gulant-induced bleeding 
“@mérgencies, 10 to 50 mg.; may be repeated as indi@ated by prothrombin time 
. % esponse. (Some clinicians advise their patients té keep a supply of tablets on 


“hand at all times; if gross bleeding oceurs, the patients are instructed to take 
10 mg. and phone the doctor.!) 


Supplied: Tablets, 5 mg., bottles of 100. Emulsion; eacha-ce ampul con- 
tains 50 mg., boxes of 6 ampuls. 


Other indications: To normalize prothrombin timé—before surgery, in 

obstructive jaundice, hepatic disease, impaired gastrointestinal absorption, 

deficiency of vitamin K in the newborn, and following the administration 

_ of antibiotics, sulfonamides, and salicylates. ‘Mephyton" is a valuable 
& addition to the physician’s bag for emergency use. 


Qo) MERCK SHARP & DOHME 
; DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
it Mephiyton is a trade-mark of MERCK & CO., inc. 


1. Wright, I. S.: Early use of anticoagulants in treatment of myocardial infarction, J.A.M.A. 163: 918-921, March 16, 1957. 
i 2. Council on Pharmacy and Chemistry: New afd Nonofficial Remedies, Philadelphia, J. B. Lippincott Co., 1956, p. 505. 
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(Continued from page 80) 


PEDIATRICIAN — UNIVERSITY TRAINED: BOARD 
Certified for active department in large well known 
midwestern clinic consisting of Board Certified mem- 
bers only; commencing salary $15,000 plus annual in- 
crements; bonuses, and life insurance program. Apply: 
Box 6823 C, % AMA 


CHEST 
pulmonary dis- 


PHYSICLAN WANTED SIZED 
disease hospital: residency training 
man of age, single; graduate ap- 
proved school; one internship at least; mainte- 
nance; state salary Rogers Memorial Hospital, 
Saranac Lake, New Cc 


MODERATE 


PASES 


Year 
Will 
York 


WANTED — BOARD CERTIFIED UROLOGIST; FOR 
full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting compensa- 
tion $18-22,000; progressive pay scale. For details ad- 
dress: The Clinical Director, Miners Memorial Hospital 
1427 Eye Street, N. W., Washington 


GENERAL PRACTITIONER TO ASSOCI- 
ate to become full partner in large San Fernando Val 
ley practice; gross in 6 figures last year; ideal for 
group development; send particulars with age, marital 
status, first letter: California license. Box 6855 CC, % 
AMA 


WANTED 


AN AM ES CLINIQUICK CLINICAL BRIEFS FOR MODERN PRACTICE 


“From our work with neurosedatives, we 


what are the symptoms of 


cardiac neurosis (anxiety in 


relation to the normal heart)? 


(1) Pain and distress in the heart 

region, usually “sticking” or “pinching” 
usually out toward the apex 

(2) sighing respiration—“...I feel as 
though I can’t get enough air”; 

(3) palpitation or heart consciousness; 
(4) tachycardia or occasional irregularity 
(missed beat); (5) fatigue—as tired 

in the morning as at bedtime. 
Geriatrics /7:151, 


Source — Weiss, E.: 1956, 


a“...drtig of choice for mildly 
disturbed ambulatory patients. ...""' 


calmative N OSTYN 


Ectylurea, AMES 
(2-ethyl-cis-crotonylurea) 


feel that ectylurea [NostyN] is [a] drug 
of choice for mildly disturbed ambulatory 
patients because of its low-sedative and 
high-hypnotic dosage range and its 
absence of untoward side-reactions.”! 

*... NOSTYN is a mild, nonhabit-forming 
tranquilizing agent of very low toxicity, 
which induces daytime sedation without 
mental depression. ...”? 

(1) Ferguson, J. T.: J.A.M.A. 165:1677 (Nov. 30) 1957. 
(2) Bauer, H. G.; Seegers, W.; Krawzoff, M., and 


McGavack, T. H.: A Clinical Evaluation of Ectylurea 
(Nostyn), New York J. Med., in press 

dosage: Adults: 150-300 mg. ("2 or 1 tablet) three 

or four times daily. Children: 150 mg. (2 tablet) 
three or four times daily. 

supplied: 300 mg. scored tablets, bottles of 48 and $00. 


“ 


AMES COMPANY, INC « ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


WANTED—BOARD CERTIFIED PSYCHIATRIST FOR 
full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting compensa- 
tion $20,000; Breerecelve pay scale. For details address: 
The Clinical Director, Miners Memorial Hospital Asso- 
ciation, 1427 Eye Street, N. W., Washington 5, D. C. C 


SUBURB ATLANTA; 
2 obstetricians; want an 
residency train 

6770 C, 


GENERAL PRACTITIONER 
group practice 3 generalists; 
other generalist, preferably with some 
ing; excellent salary leading to partnership; 
newly equipped office. Box 


GENERAL PRACTITIONER WANTED — SOUTHERN 

asso- 
practitioner in 2,400 square foot 
well equipped conditioned; partnership 
in one year. Box 6848 C, AMA, 


BOARD CERTIFIED OR ELI 
gible; hospital of 93 beds due for expansion; very active 
surgical and obstetrics service; to take charge of de- 
partment; arrangements open. Reply: Executive Direc 
tor, Kent General Hospital, Dover, Delaware. Cc 


ANESTHESLOLOGIST 


NEUROSURGEON—CALIFORNIA LICENSED OR ELI- 
gible for expanding group west Los Angeles; prefer 
under 40; salary then percentage. Helen Buchan, Con- 
tinental Medical Bureau, Agency, 510 W. 6th Street, 

Los Angeles 14. c 


Medical 
Bureau 


900 North Michigan Avenue Chicago 
ACADEMIC: (A63) Board qual. ped 
child development; full time univ post; $12 
ANESTHESIOLOGY: (B38) Dir dept, 250 bed — “hosp: 
excel facilities; coll town, 125,000, NY; fee-for- 
servive; guarantee, $20.0 
DERMATOLOGY: — Head dept, man clinic estab 
: (Q47) To take charge med unit, 
4 yg MD exp aviation med or flight 


surg; $950-$100 
GENERAL PRACTICE: (F48) Ass'n, busy GP: yr or 2 
training in surg.. ped or ob advantageous; coastal 
town of 12,000, Fla- _ $1200 mo. plus %. (F49) GP 
with some surg. training; group ass’n, Houston area; 
$1200-$2500. (F50) Ass'n, 2 young GPs; town, 15,000. 
J., near Philadelphia: (F51) Group estab. earty 
58 oy prominent surg; coll. town near univ. center, 


So; $15,00 

INSURANCE MEDICINE: (X38) 
hecoming director; E. 

INTERNAL MEDICINE: (H41) Ass’n, 16 man group: 
town, 35.000, drawing area, 175,000; training in 
radio-isotopes advantageous; Calif. (H42) Ass'n, 10 
man group; res town, NJ, 20 miles, NYC. (H43) 
With subspecialty in cardiology: 2! man group (5 
internists); coll. town 40,000; Rocky Mt state. (H44) 
Ass'n, hypertension division, med. dept, (000 bed 
tch’g hosp: pref. interested hypertension or cardio- 
vascular renal diseases; med. schi city, MW. 

ee eo (18) Ass’t by Board NS; coll town, 
165,000, Tex: partner after Ist yr. 


Assoc med dir; oppor 


wae (E31) Oph or Oalr; ass'n, Board oph, long estab 
Fila; partnership. (E32) Oto, ass’n, oph-oto, Dip! 
— ete we one qual take over all oto; coll 


00,000, Co 
oBsTeTRICS. GYNECOLOGY: (J17) Ass'n, Board ob- 
gyn; small town, near Denver. (J18) Chief & assoc: 
new ger gen Dag serving indus group; So; $20-$25,000 & 
16-$ 
ORTHOPEDICS: (K69) Group estab early ‘58 by prom- 
inent surg; coll town. 30,000, near univ. med center. 
So; $19.000 if Board; $15,000 if elig. (K70) Head 
—. 32 man clinic estab °!7: county seat & coll 


PATHOLOGY: 


(L83) Dir dept, new 100 bed hosp increas- 
ing to 200; serves 10 villages in immediate area; % 
to a $25-$30.000 near Chicago (L84) Dir. dept. 
300 bed gen hosp, JCAH; excellently equipped path & 
dept: foreign operations, major co; $20,000. 

Fed tax free). family mtce. 

PEDIATRICS: (M96) To join staff med care prog affil 
public health div, outside US; 25 bed hosp: ideal cli- 
mate. temp range 70-86 all yr round: 2 yr contract. 
(M97) Ass'n, 3 Board pediatricians; attrac. resort & 
coll town, Calif: unusual oppor. 


P & N: (P19) Ass'n, Board P&N; Ige priv. pract; oppor 
teh’g, research; min early partner: med 
gg ay, NW: (P20) NP. ass’n, 45 man group: 
univ. , SW. 

RADIOLOG) (R47) Dir dest, bed hosp; coll town, 
Ind; %, min guarantee, $24 

SURGERY: Gen surg, or elig; ass’n, 3 man 
surg dept, 


17 man group serving major indus co: own 
180 bed hosp, JC : Kansas. (U20) Ass'n, Board 
— pusy pract; early partner; advantageous if qual 


twas) Ass'n, 2 Board coll town, 


. MW: should net $25-$30, 


Please send for our Analysis Form 


Burneice Larson oirector 


FINISHING FORMAL 
practice of neurology, 


NEUROLOGIST 
interested in the 


CLINICAL 
training soon; 


alone, in a group, or in association with a teaching 
center; experience in child and adult EEG. Box 6662 C, 
% AMA. 


GENERAL PRACTITIONER TO WORK IN 
group as associate on basis; in growing com 
munity in northern New York near good hospitals; 
guaranteed income re year; $12,000; advancement 
prospects good. Box 6513 AMA 


WANTED 


ADMITTING 


PHYSIC BOARD CERTIFICATION 
iM&sS 


not required; active Hospital; salary from 
$9,860 to $16,000 pn on quatifications; excellent 
fringe benefits. Apply: Manager, Veterans Administra 
tion Hospital, Poplar Bluff, Missouri Cc 


SURGEON WANTED—ACTIVE 1,000 BED GM&S AND 
psychiatric hospital; increased pay rates now in ag i 
must meet Veterans Administration requirements. In- 
quiries to: Manager, Veterans Administration Hospital, 
Lebanon, Pennsylvania. Cc 


WANTED—BOARD ELIGIBLE OR CERTIFIED IN 
ternist, Pediatrician & Otolaryngologist for the new 
suburban division of a well established clinic in a large 
southern city; salary with potential partnership after 
three years. Box 6355 C A 


PEDIATRICIAN—TO JOIN TWO BOARD PEDIATRI- 
140,000; 20 miles from New 


cians; New Jersey city of 

York City; pediatric practice well established; Ist year 
salary; partnership after one year; state qualification 
and training. Box 6841 C, % AMA 


PSYCHIATRIST WANTED-—MOWER COUNTY MEN- 
tal Health Clinic; salary $16,000 to $18,000; private 
practice permissible in addition; requirements: Board 
Certification or eligibility. Contact: H. P. Van Cleve, 
MD, Austin Clinic, Austin, Minnesota. Cc 


PATHOLOGIST — CLINICAL; SPECIAL INTEREST 
and training in chemistry and other clinical laboratory 


fields; associated with two pathologists in southern 
California coastal city; 000; include medical 
qualifications, Box 683 AM 


(Continued on page 88) 
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J.A.M.A., Oct. 11, 1958 


eases those tensions of the day 


MA NEWS 


next issue October 20 


After Ritalin: “...they were 
alert, fatigue disappeared, and 
they could go all day without 
tiring C89 patients].’”* 


clinical investigators report 
benefits and safety of 


- ® 
hydrochloride 

(methy!phenidate 
hydrochioride CiBA) 


: “Better get Mrs. Popkin in here before they 
Dis. Nery. see page 79 rhe 
entan 17:392 (Dee) 1986. > all develop her symptoms. 
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IN EMPHYSEMA, chronic bronchitis and other pulmonary disorders, Choledyl relieves broncho- 
spasm, directly stimulates the respiratory center, increases vital capacity. After two weeks on a 
Choledyl regimen, patients usually display a marked reduction in wheezing and coughing...their 
breathing becomes easier. An effective, well-tolerated, highly soluble salt of choline, Choledyl 
provides long-term protection...with practically no gastrointestinal irritation. 


betters breathing...forestalls the crisis bmi E DY 


Brand of 
oxtriphylline 


— 

| | 


No special diets 


“WORMS HATE £m 


No purging 


The new Piperazate Wafers, utilizing insoluble piperazine phosphate, provide 
short, pleasant piperazine treatment for intestinal helminths. For pinworm, only one 
dose a day for just one week is required; for roundworm, a single dose. 

Kids love the cool, tasty mint flavor of Piperazate Wafers. There is no possibility 
of spillage or variation in the size of the dose. And the use of Piperazate avoids the 
high incidence—35-50%—of nausea, vomiting and diarrhea which may be asso- 


ciated with gentian violet therapy.’ 


Piperazate assures a 90% cure rate in one week's treatment of pinworm? and an 
85% cure rate in one day's treatment of roundworm.® 


One Week Dosage 
for Pinworm 
Children 15-30 Ibs. 
Children 31-60 Ibs. 
Children 61 Ibs. 
and over... 


« 1 Wafer 


To be sucked or chewed before 
breakfast for 7 consecutive days. 


One Day Dosage 
for Roundworm 
Children 20-30 Ibs. .. . 3 Wafers 
Children 31-40 Ibs. . . . 4 Wafers 
Children over 40 Ibs. 

and adults . . . 7 Wafers 
To be taken at one time on one 
day only. 


Piperazate Wafers 


Supplied: 
In packages 
of 28 Wafers 


piperazine phosphate, Leeming, 500 mg. 


1. Goodman, L., and Gilman, A.: Pharmacological — by Peers 


New York, Macmillan, 1955, p. A.) 
161:515 (June) 1956. 3. Hoekenga, M. T.: World M. J. Mi 309 “(Sept.) 1956. 


1153. 2. Brown, H. 


STRADEMARK 


Shes. Leeming 6 Cone 155 East 44th Street, New York 17, N. Y. 


(Continued from page 84) 


INTERNISTS NEEDED — CALIFORNIA OPENINGS 
for internists under 40; Certified or Eligible; associa- 
tions or clinics. Pacific Coast Medical Bureau, Agency, 
1404 — Tower, 703 Market Street, San ee | 
cisco 


WANTED—GENERAL PRACTITIONER TO WORK IN 
group as a permanent associate on percentage basis; in 
growing community in northern New York near good 
hospitals; guaranteed income first year; $12,000; rapid 
advancement, prospects good. Box 6821 C, % AMA. 


INTERNIST—BOARD ELIGIBLE TO JOIN A FIVE 
man clinic in eastern South Dakota; rapidly growing 
college town; $12, and et: credentials and 
references required. Box 6851 C, %o AMA 


WANTED — OPHTHALMOLOGIST IN NORTHERN 
midwest with large surgical practice desires well trained 
associate ; salons first year; $18,000; then percentage. 
Box 6852 C, AMA. 


OPHTHALMOLOGIST WANTED—UNDER 40; BOARD 
or Eligible to practice with 2 board certified ophthal- 
mologists in progressive southern City; salary open wit 
potential partnership later. Box 685 32 C, % AMA 


WANTED—BOARD ELIGIBLE OR CERTIFIED OB- 
stetrician-gynecologist for California clinic; $1,000 to 
Start; increase in six rg partnership in year to 18 

months. Write: Box 6835 ¢, % A 


PSYCHIATRISTS—3; CALIFORNIA LICENSED; AN- 


alytically oriented; appointments in small or large 
clinics. Helen Buchan, Continental Medical Bureau, 
Agency, 510 W. 6th Street, Los Angeles 14. Cc 


RAL PRACTITIONER WANTED; 
liately for busy practice in cen- 
; partnership with option to buy. 


EXPERIENCED GENE 
male or female; 
tral California; 
Box 6840 C, % AMA 


ALLERGY COMBINED PRIVATE PRACTICE AND 
research; Board qualifications in internal medicine re- 
quired; some training in allergy preferable; early part- 
nership. Box 6843 C, % AMA 


WANTED—GENERAL PRACTITIONER AS ASSIST- 
ant to eventually take over practice; small north eastern 
Ohio town; guaranteed salary and percentage to 
arranged. Box 6824 C, % AMA. 

WANTED—YOUNG G 
terested in obstetrics 
practitioners. Write: Drs. 
East 9th Avenue, Fort Morgan, 

WANTED—GENERAL PRACTITIONER TO JOIN IN 
established clinic (actice with another general prac- 
titioner. Write to: Ebandjieff Clinic, 1060 Livyd Street, 
Nanty Glo, Pennsylvania. c 

WANTED—QUALIFIED PHYSICIAN WITH OHIO LI- 
cense for full time employment. industrial and ay 
practice; near east side, Cleveland. Box 6838 C, 
AMA 


NERAL PRACTITIONER IN 
to associate with two general 
Richards and Anderson, 419 
Colorado. Cc 


J.A.M.A., Oct. 11, 1958 


has been successfully placing in situations for 
varmaceutical. 
THE NEW YORK MEDICAL EXCHANGE 
489 Fifth Avenue (Opposite Public Library) 
Speciatists in Selection Since 1926 


-GYNECOLOGY 


C, % 


OBSTETRICS 
35 years old. Box 6837 


WANTED —_ BOARD 
man; must be under 
AMA. 


GENERAL PRACTITIONER WANTED TO WORK 
with established group in southern Colorado; excel- 
lent income available. Box 6847 C, % AMA 


PHYSICIANS WANTED GENERAL MEDICAL AND 
psychiatrists needed to work with psychiatric patients 
in 2,400 bed hospital near Chicago; salary range $6,505 
to $13,970 depending upon qualifications, plus 15°: 
additional if Board Certified not to exceed $16,000; 
approved three year psychiatric residency in conjunction 
with Northwestern University; citizenship required 
Write: Manager, Veterans Administration Hospital, 

Downey, North Chicago, Illinois 


NEVADA—PHYSICIAN WITH SOME PSYCHIATRIC 
experience for small state mental hospital; 
$9,444 to $11,508, dependent upon qualifications ; 
grades if Board eligible; American citizenship: 
ation from Grade A American or Canadian School and 
valid state license required; these are statutory pre 
requisites for general and restricted license for position; 
residency and subsisten‘e for single person available at 
nominal cost. Address; Superintendent, Nevada State 
Hospital, Box 2460, Reno, Nevada. c 


PHYSICIANS WANTED TO FILL ATTRACTIVE 
positions in all parts of the United States; distinctive 
openings; both full and part time; are available in all 
specialties with industry, institutions; private associa 
tions and groups; an application will be mailed to you 
within 24 hours of your request. Write now to: Miss E. 


Ronni, Director, National Placement Department, 
Garland Medical Placement, 25 East Washington 
Street, Chicago 2, Ulinois, Andover 3-0145. c 


VSYCHIATRISTS WANTED — PSYCHIATRISTS (3 
for employment with the United States Government de 
siring career opportunity to work in a clinical setting as 
well a8 active research program in close association with 
well qualified psychiatrist in a small unit offering indi 
vidual attention; must be Board eligible; under 45 
years of age; United States born citizen, graduate of 
Class A medical school: salary $10,130 to $11,595 per 
annum; include summary: personal, professional and 
military background. Box 6697 C, % AMA. 


VACANCIES—SENIOR PHYSICIANS WITH MINIMUM 
of three years psychiatric experience; excellent oppor 
tunities for advancement; salary range $7,520 to $12,- 
200 depending upon applicant's training an xperience ; 
annual increments; nominal deduction for complete 
family maintenance; fully approved large eastern mental 
hospital with three year accredited residency training 
progress; must be eligible for licensure in Connecticut 
Box 6639 C, % AMA. 


MASSACHUSETTS, NEAP ROSTON—WANTED; SEN 
ior psychiatrists on both research and house service; 
1,600 beds; approved two years r lency training; min 
imum salary $9,061; additional increases for Boards and 
experience; reasonable rents; time off for analysis; med 
ica) school affiliation; excellent opportunities for teach 


ing and research. Theodore F. Lindberg, MD, Super 
intendent, Medfield State Hospital, Medfield, Massa- 
chusetts. Cc 


WANTED-—-PHYSICIAN WITH MINIMUM OF 2 YEAKS 
general surgery training to assist in busy plastic surg 
ery practice; excellent opportunity for assistant to learn 
plastic surgery under Board certified plastic surgeon 
while earning good salary; must have or be able to ob 
tain West Virginia license. If interested please write 
Plastic Surgery Department; Charleston General Hos 
pital, Charleston, West Virginia. c 


PHYSICIANS WANTED — ESPECIALLY EENT SPE 

eialists; building with 7 office rooms on first floor; 
apartment with 6 rooms and bath on second floor; Can 
ton, Illinois; 15,000 population; good schools and 
churches, hospital building addition which nearly dou 
_ capacity; splendid medical staff. Box 6645 C, % 
AMA 


SPECIALISTS — BOARD CER 
for expanding upper midwest 
ophthalmologist, urolo- 


SEVEN ADDITIONAL 8 
tifled or Board eligible; 
clinic; obstetrician-gynecologist, 
gist, psychiatrist, neurosurgeon, radiologist, and derma 
tologist; furnish complete information regarding pro 
fessional training, availability, expected starting salary 
and family status in letter to: Box 6698 C, % AM 


RADIOLOGIST — FULL TIME FACULTY APPOINT 
ment as instructor or assistant professor in southern 
medical school; new texching hospital has ultimate bed 
capacity of 600; duties primarily in diagnosis; equip- 
ment includes high-speed angiographic and cinefluoro- 
graphic units; citizenship necessary. Box 6707 C, % 

A 


PEDIATRICIAN 
shopping center loca 
open staff hospitals; 
qualifica- 


GENERAL PRACTITIONER OR 
Lease or purchase active practice; 
tion; West Texas city over 140,000; 
grossing over $3,000 monthly; will’ introduce ; 
tions first letter. Box 6771 c, % AMA. 


SEEKING POSITION ON WEST COAST? 
A complete list of positions avail- 


WEST COAST MEDICAL COUNSELLORS agency 


821 Market Street, San Francisco 3 


(Continued on page 92) 
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able in your medical or hospital field 
will be presented immediately 


help reduce 
the pressures 
IN your 
patients 


for total management 
of your hypertensive 
patients rely upon 


Raudixin provides gradual, sustained low, ering of 


blood pressure in hypertensive patients, aS well as 
a mild bradycardia. Hence, the work@load the 
heart is reduced. 


often preferred to private 
practice because of the additional activity 
of the whole root.” 


Corrin, K. M.: Am. Pract. & Dig. Treatment 8:721 (May) 1957. 


Tranquilizing Raudixin helps -rel 
patient so he is better able to 


help reduce 


the pressures 
ON your 
patients 


Reot Rau Sifia Serpentina 
the anxious 


with\cxternal being over- 
lel ied by them, By these anxieties and 
tensions) Ra@nudixin helps Break the mental tension 
—hypertensien cydle, 
Dosage: Two mg. daily; may be adjusted 


within range Gf 60 to 300 mg. Supp: 50 and 100 mg. tablets. 
Bottles of 100, 5000. 


A SQUIBE TRADEW ARK 
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SQuIBB (° -r) Squibb Quality—the Priceless Ingredient 
19 4 
q fr: 


BRONCHITIS 
Uf 


DERMATITIS? 


INFECTIOUS 


C IBA summn,n., 


J.A.M.A., Oct. 11, 1958 


Good results in depression and 
“In no case [56 patients] was 
the liver function significantly 
altered by Ritalin.’”* 


clinical investigators report 
benefits and safety of 


*Davidoft, E., Best, J. L.. and McPheeters, H. L.: 
New York J. Med. 57:1753 (May 15) 1957 


hydrochloride 
(methyiphenidate 
hydrochloride CIBA) 


see page ® 79 


look for the new 


AMA NEWS 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


STREPTOKINASE-STREPTOCORNASE LEOERLE 


LEDERLE 


next issue October 20 


“Whether you know it or not, Malcolm, it’s not 
all over between us!” 
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«LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


when obesity complicates 
serious medical problems 


| 


original silhouette hand cut by Mochi 


weight | eduction: 


aly be reduced. 


on pulse rate, heart rhythm or blood pressure.” Response is also n 

vin obese children,’ obstetrical’ and menopausal’ patients, 

“Martel,” PRELUDIN “. ta well tolerated, even by It is in ge 
of. toxic effect. It not cause the excit 


~ a | 
a a ment of obesity,”? and is an anorexiant of choice in complicated as well as 
‘ 
Canad, M.A.J. 76:938 (June 1) J957. (5) Joncas, F., and Bissonnette, J.: Union méd. Cana 
16-117 Jan, 15) 1957. (6) Weill and Bernfeld, 1: Presse 68:1401, 1957. (9) Bi 


Butazolidin’ 


(phenylbutazone Geigy) 


potent 
nonhormonal 


anti-inflammatory 


Pain relieved rapidly . . . inflam- 
mation resolved early . . . 


in Acute Superficial Thrombophlebitis 


According to Stein and Rose,! Butazolidin produces a rapid and satisfactory effect in acute 
superficial thrombophlebitis. : 

In this disabling disorder, Butazolidin usually provides prompt relief from pain—often complete 
within 24 hours or less.2.* This is generally accompanied by early reduction of fever together 

with regression of local heat, tenderness and swelling.2.4.5 Complete resolution of inflammation 

is commonly seen by the fourth day. 

Butazolidin makes early ambulation possible. This rapid response—as a rule within 24 hours— 
greatly red i itation, thus avoiding undue economic loss for patients. In most cases, 


P 


only three to seven days’ treatmeni is required.?.¢ 


y): Red coated tablets of 100 BUTAZOLIDIN® Alke: Capsules containing 
160 mg.; hydrexid mognesi 150 mg.; h 


D., and Rese, O. A.: A.M.A. Arch. int. Med. 93:899, 1954. 
. D.: Circulation 12:833, 1955. 


_ and Armstrong, J. B.: Practitioner 178:479, 1957. 


. Braden, F. R.; Collins, C. G., and Sewell, J. W.: J. Louisiana M. Soc. 109:372, 1957. 


e 
years Geigy 
Ardsley, 
@e® 
& 
¥ 
® 
& 
— 
methylbromide 1.25 mg. 
2. Stein, | 
ae as 3. Potvin, L.: Bull. Assoc. méd. lang. franc. Conada 85:941, 1956 
4. Sigg, K.: Angiology 8:44, 1957 


91 


WHY RISK DELAYED RECOVERY 


Staphylococcic enteritis and other serious staph infections among 
hospitalized patients may be refractory to most antibiotics except 
CATHOMYCIN (novobiocin). For such infections, CATHOMYCIN consti- 
tutes an excellent antibiotic. It has an established record* of effectiveness 
against strains of organisms resistant to most other antibiotics. When 
administered in combination with other antibiotics, CATHOMYCIN may 
delay the emergence of resistant strains. 


CATHOMYCIN produces therapeutic blood levels quickly—usually main- 
taining these levels for 12 hours or more. The drug does not destroy 
beneficial intestinal flora. It is generally well tolerated and shows no 
evidence of cross-resistance with other antibiotics. 


ATHOMYCIN 


for staphylococcic septicemia, enteritis, postoperative wound infections and other NOVOBIOCIN 
serious staph infections. 


DOSAGE: Adults: CATHOMYCIN Sodium 2 capsules b.i.d. or CATHOMYCIN Calcium 
Syrup 4 teaspoonfuls b.i.d. Children: (up to 12 years) 2 to 8 teaspoonfuls daily in 
divided doses based on 10 mg. CATHOMYCIN per Ib. of body weight per day. 
SUPPLIED: Capsules sodium novobiocin, each containing the equivalent of 250 mg. 
of novobiocin—vials of 16 and 100—and as an orange-flavored syrup (aqueous 
suspension), in bottles of 60 cc. and 473 cc. (1 pint). Each 5 cc. CATHOMYCIN Syrup 
contains 125 mg. (2.5%) novobiocin, as calcium novobiocin. 
*Complete bibliography available on request. 
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SYRUP 
Gp MERCK SHARP & DOHME bivision of MERCK & CO., INnc., Philadelphia 1, Pa. 


A Summary Report on 


CORTROPHIN:ZINC 


(Corticotropin-Alpha Zinc Hydroxide) 


Description: A unique patented electrolytic process (developed by Organon 
research) produces a complex of alpha zinc hydroxide and corticotropin. 
This complex offers considerable advantages for practical ACTH therapy. 


Characteristics: New Cortrophin-Zinc provides corticotropin of unsurpassed 
purity with low foreign protein content. This reduces the risk of sensitiza- 
tion reactions. 

Since about 5% of the corticotropin is uncombined, onset of clinical 
response is rapid. But the balance, present as a complex of alpha zinc 
hydroxide, provides a prolonged action so that the effective time span of 
a single dose is usually several days. Injection of the new electrolytic 
Cortrophin-Zinc is virtually painless. 


Pharmacology: A potent stimulator of cortical activity, Cortrophin-Zinc 
does not depress functioning of the suprarenal glands. Unlike the corti- 
costeroids, adrenocorticotropic hormone arouses the adrenal glands to pro- 
duce natural steroids in natural proportions. In a 5-year study of patients 
on ACTH therapy, no case of adrenal or pituitary depression or atrophy has 
been observed. 

Because Cortrophin-Zinc is virtually painless on injection and its pro- 
longed action obviates frequent injections, it is now practicable to use 
Cortrophin-Zinc in most of the indications where formerly reliance has 
been on corticosteroids. This freedom from apprehension of deleterious 
depressive effects permits clinical use of valuable hormone therapy on a 
broader scale than has been possible heretofore. 


Clinical Uses and Dosage: The many published reports on the use of 
Cortrophin-Zinc as well as ACTH in thousands of patients indicate its 
value in over 100 disorders. Most responsive have been: allergies and 
hypersensitivities, rheumatoid arthritis, bronchial asthma, serum sickness, 
and inflammatory skin and eye diseases. 

Dosage should be individualized, but generally initial control of symptoms 
is obtained with a single injection of 40 units of Cortrophin-Zinc daily, 
until control is evident. Maintenance dosage is generally 20 units (or less) 
twice a week. 

Use of Cortrophin-Zinc with oral steroids is now recommended as a safety 
measure to supply the important suprarenal stimulation and lessen the 
hazard of atrophy. Periodic use of Cortrophin-Zinc is advocated with all 
steroid analogs, such as cortisone, hydrocortisone, prednisone, predniso- 
lone, methylprednisone, and triamcinolone.* 

Supply: 5-cc vials containing 40 and 20 U.S.P. units of corticotropin per 
cc; l-cc ampuls containing 40 and 20 U.S.P. units of corticotropin, with 
sterile disposable syringes. 

*Write for complete literature and bibliography containing specific dosage 
schedules to: 


Medical Department 
ORGANON INC. * Orange, N. J. 


(Continued from page 88) WANTED IMMEDIATELY — HOUSE PHYSICIAN 
railroad general hospital; room, board, many other 


STAFF PHYSICIAN — MODERN 215 BED ACCREDIT- benefits; starting monthly salary over $900; require- 
; ° _ ments: licensed or eligibility Texas license. Write, 
ed tuberculosis hospital; graduate of approved medical wire, call collect: Chief Surgeon, T & P Hospital, Mar. 


school; salary $7,200 with annual increments; plus z . 
furnished three bedroom apartment ond utilities. “Resu- shall, Texas, Telephone WE 4-43 
me to: E. illis Hainlen irector of edica A 
Servi fees, Emily P. Bissell Hospital, 3000 Newport Gap FoR wo 
Pike, Wilmington 8, Delaware. c modern 62 bed hospital; prosperous; fertile farm area; 
oy 3 type cooperative people; no practice or equipment 
1S YOUR SOLO PRACTICE GETTING TOO STREN- ) a. Roy Sims, President, Community Hospital 
uous?—Join three man group, ages 35-44, graduation sestation, Fairfax. Missouri. c 


*49-'51; eR area California; 50 miles from San 
Francis ,: m Pacific; salary first year then part- INTERNIST FOR SOUTHERN CALIFORNIA—SUB- 


co; 

Dp: PR ann oy nights and week-ends; with general urban near Los Angeles; mountains and beaches; under 
wry full particulars in first letter. Box 6788 40; married; for established 4 doctor combined group 
% AM of young men; salary plus percentage; partnership in 


2 years. Write to: P. O. Box 6592, Bryant Station, 
Long Beach, California. Cc 


ASSOCIATE OR ASSISTANT PATHOLOGIST; BOARD 


> : eligible or certified; 300 bed GM&S university affiliated ANTED — OPHTHALMOLOGIST OR OTOLARYN- 

- bs hospital; salary rate varies from $9,890 to $11,355 plus ist for booming practice in southern California; 
15% if certified by the American Board of Pathology. pa «1 be over twenty years; retiring; will turn $90 

ia Apply: J. Mendeloff, MD, Chief, Laboratory, Veterans orasties over to one or two competent men for jong 

Administration Hospital, Atlanta, Georgia. Cc erm building lease. Contact: Maxwell EENT Clini 


1718 N. Main Street, Santa Ana, California. 
GENERAL PRACTITIONERS, INTERNISTS — TO | wanrED — INTERNIST — BOARD CERTIFIED OR 


work with psychiatric patients in 681 bed neuropsychi- Board eligible; with staff group practice; 2 surgeons, 2 
atric hospital; salary open, depending upon qualifica- obstetricians, 1 general practitioner, 1 radiologist, 1 
tions; citizenship required ; quarters available. Manager, pathologist; new clinic building, excellent working con- 


ditions; association leading to partnership; midwest. 


Veterans Administration Hospital, Fort Lyon, C 
Box 6798 C, % AMA. 


J.A.M.A., Oct. 11, 1958 


MD WITH RESEARCH TRAINING AND EXPERI- 
ence in pharmacology or physiology; to assist director 
of pharmacology in leading pharmaceutical company; 
excellent opportunities for research and advancement; 
be treated strictly confidential. Box 6797 
Cc, % 


WANTED—GENERAL PRACTITIONER FOR ESTAR- 
lished medical group 20 miles north of Pittsburgh: ex- 
cellent educational program; paid annual and study 
leave; net minimum starting income $12,000 year; no 
investment required. Write: Box 344, Russellton, Penn- 
sylvania. Cc 


HOUSE PHYSICIAN WANTED FOR 150 BED GEN- 
eral hospital located in delightful area of Virginia; 
congenial staff; excellent general practice residency; ex- 
cellent salary; full maintenance; fringe benefits; full 
particulars first letter; personal interview mandatory. 
Box 6742 C, AMA. 


WANTED—ALLERGIST; BOARD QUALIFIED OR 
Certified; to join a 22 man group of specialists in 
Colorado clinic; clinic is located in universicy town 
near large metropolitan area; possible partnership affili 
ation in one year. Contact: Clyde C. Gelwick, Boulder 
Medical Center, Boulder, Colorado c 


GENERAL PRACTICE FOR SALE—MARYLAND; ES- 
tablished 10 years; well equipped office; complete files; 
low rent; gross over $25,000 last 3 years; hospital facili- 
ties for obstetrics and surgery; good location; semi-rural 
area; practitioner over 35 best suited. Reply: Box 
6763 C, AMA. 

ESTABLISHED CLINIC IN NEW BUILDING WITH 


modern equipment desirous of adding two well qualified 
physicians immediately; one general practitioner, one 


pediatrician; southeastern states location; ideal climate; 
$12,000 salary per year and all expense Ss plus partne rship 
at end of one year. Box 6775 C, % AMA. c 


PHYSICIAN WANTED—FULL TIME TEACHING PO- 
sition in Chicago under Foundation auspices; appears 
should have completed military service, internship and 
residency, and should have experience in psychiatry; 
please state fully ery and specialty interests. 
Address: Box 6739 C, 


| PHYSICIANS WANTED-—FOR CHICAGO AND 
rounding suburbs; many full and part time opportuni- 
ties available including association, industry and all 
specialties. Call or write: Garland Medical Placement, 

East Washington Street, Chicago, Illinois, Andover 
38-0145. c 


EXCELLENT OPPORTUNITY FOR YOUNG GENERAL 
practitioner desiring to locate in North Dakota; practice 
grossed $50,000 in 1957; office contains modern fixtures 
and equipment; reason for sale wish to take post-gradu- 
ate work; will introduce. For details write: Box 6695 C. 


WANTED — GENERAL PRACTITIONER TO TAKE 
over active general practice; staff privileges immedi- 
ately available in two hospitals: Sillings, Montana. 
Box 6753 C, % AMA; background information and 
starting date, first letter. 


NEUROSURGEON WANTED—BOARD OR BOARD 
eligibie for association with neurosurgeon and neurele- 
gist; medical school teaching program; research o 
7 le salary; bonus, pension program. Box 6773 
Se 


WANTED—GENERAL SURGEON FOR 75 BED RAIL- 
road hospital in Waycross, Georgia; capable of doing 
all types general surgery; open September 1, 1958. Con- 
tact: J. C. Bunten, MD, Chief Surgeon, Atlantic Coast 
Line Railroad Company, Wilmington, North Carolina. C 


WANTED—YOUNG GENERAL PRACTITIONER AP- 
proved industrial hospital and clinic; slo internist 
wanted; financial remuneration excellent; salary plus 
extras; please give pertinent information in “first letter. 
Box 1296, Miami, Arizona. c 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 
hysicians placements and hospitals and medical proper- 
ties 405 E. Green Street, Pasadena, California, 
S. Broadway Street, Los Angeles 
= 


PHYSICIAN WANTED—OPPORTUNITY FOR GEN- 
eral practitioner; a prosperous Finger Lakes commu- 
nity, a, a community project; home- 
office b terms. Write: Wilson 
Robin, “King Perrs. ‘New York. Cc 


WANTED—BOARD ELIGIBLE OR CERTIFIED IN- 
ternist for the new suburban division of a well estab- 
lished clinic in a large southern city; salary with 

ee partnership after three years. Box 6355 C, 

AMA. 


INTERNIST FOR HOSPITAL PRACTICE—TO JOIN 
two internists in hospital with approved medical resi- 
dency program; small town; upper south; salary first 
year; full partnership second year; should be Board 
Certified. Address: Box 6720 C, % AMA. 


ACTIVE GROWING PRACTICE IN CHICAGO SUB- 
urbs; requires competent MD to associate with general 
practitioner; please include age, marital; military status, 
school and place of internship in reply. Box 6712 C 
Y AMA 


WANTED — ANESTHESIOLOGIST TO DIRECT DE- 
partment; new 200 bed hospital opening early spring; 
must be Board qualified or Board eligible; excellent 
opportunity; southeast coastal city; 85,000 population. 
Write: Box 6703 C, % AMA. 


HOUSE PHYSICIAN—TYPE GENERAL RESIDENCY; 
135 bed hospital in rural Delaware ; good personnel 
policies; available at once. Write: G. R. ye Ad- 

ministrator, Milford Memorial Hospital, Milford, De’ o* 

ware. 


STUDENT HEALTH SERVICE IN LARGE MIDWEST- 
ern state university has vacancy for physician interested 
in long term student health work starting salary 
$10, 0005 11 month period; send personal qualifications 
and resume to: Box 6738 C, % AMA. 


WANTED — YOUNG PHYSICIAN TO WORK WITH 
group in well equipped clinic; salary range $1,000 to 
$1,400 per month according to ‘desire to work in indus- 
trial and private practice; house available. J. H. Murry, 
MD, Gary, West Virginia. 


(Continued on page 98) 
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Radium and Radon for 
all Medical Purposes 


Prompt Delivery 


More than 40 years serving the 
Medical Profession 


RADIUM CHEMICAL CO., Inc. 


161 East 42nd Street 
NEW YORK 17, N. Y. 


look for 
the new 


MA NEWS 


next issue October 20 


* 
* 
* 
A 


“The pills the doctor gave me built 
me up fast. They were a lifesaver.’ 


clinical investigators report 
benefits and safety of 


® 
a hydrochloride 
i a in (methylphenidate 
hydrochloride CIBA) 
see page 79 
“75-year-old carpenter 


treated for postcoronary depression. 
(Personal communication) 


BA 


Vertigone 


stops vertigo 


(and a glance at the formula 
shows two reasons why) 
each ANTIVERT tablet contains: 
Meclizine (12.5 mg.) 
to ease vestibular distension 
Nicotinic Acid (50 mg.) 
for prompt vasodilation 


ANTIVERT is particularly useful for 
the relief of dizziness in the 
elderly. Try ANTIVERT on your next 
vertiginous patient. 

Dosage: one tablet before each meal. 
In bottles of 100 blue-and-white 
scored tablets. Rx only. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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RADIUM 
Vertigo... 
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} 
Vertigoing... 
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“TABLETS CAPSULES ELIXIR . EXTENTS 
When smooth muscle spasm 
cyamine sulfate 
7 


gets rough on your patients... 


dyoscirs :hydrobromh 


Prescribed by more physiiuas 


an any other antispasmodic : 


“a 
it 
ALKALOIDS PLUS PHENOBARBITAL 
ROBINS CO.. INC., RICHMOND 20, VIRGINIA Ethical Pharmaceuticals of Merit since 1878 


J.A.M.A., Oct. 11, 1958 


nde x Medicus 


Another volume is now available 


YOUR 
GUIDE TO 

CURRENT 
PUBLICATIONS 


SUBSCRIPTION PRICE: 
$25 a Year 
Canadian and Foreign 
$27 a Year 
Single Volumes: 

Domestic, $15; Canadian and Foreign, $16 


WITH AUTHORS 


AND SUBJECTS 


Divided into sections, one devoted to books and the 
other to periodical literature, the QUARTERLY 
CUMULATIVE INDEX MEDICUS contains, in its 
major part, a compilation of periodical references by 
author and subject arranged in one alphabet for easy 
use. The exact bibliographic reference is given under 
the author with the title in the original language, 
while titles under subject headings are all in English. 
The index also includes a listing of journals, addresses 


and publishers. 


The QUARTERLY CUMULATIVE INDEX MEDI- 
CUS appears twice a year; volumes are cloth bound 
and cover periodicals received within the six months 
indicated. These volumes are a convenient and inclu- 
sive reference for current medical literature. Invalu- 
able for practitioners, specialists, teachers, editors, 
writers, investigators, students and libraries. 


MEDICAL ASSOCIATION 
NORTH 


“an improved 
antihistaminic... 
effective in 

low dosage”" y 


GARAT, 
B. R. ET AL.: 
ae J. ALLERGY 
27:57-62 
(JAN.) 1956. 


CLIST 


“effective 
control of 
allergic symptoms 

with little risk 
of sedation”? 


2. 
JOHNSON, H. v., 
JR.: AM. PRACT. 

& DIGEST TREAT. 
5:862-863 (NOV.) 


high anti-allergic poten 


with low dosage 


ay 
amulative 
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“Let's put it this way—if you were a used car, 
you'd have a very low-trade-in value.” 
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Alert Allergics 
efor rgics” 


SWELLING, 
SORENESS, 
TO... 


YOUNG PHYSICIAN—TRAINED OR INTERESTED IN 


ALLERGIST—PREFERABLY 


| © REDUCE INFLAMMATORY 
REACTION...SPEED 
RECOVERY PROCESS 


e NOW, SIMPLE 
BUCCAL ROUTE 


STRAINS 


ADMINISTRATION: VARIDASE 
Buccal Tablets should be re- 
tained in the buccal pouch 
until dissolved. For maximum 
absorption, patient should 
delay swallowing saliva. 


DOSAGE: One tablet four times 
daily usually for five days. 
When infection is present, 
VARIDASE Buccal Tablets 
should be given in conjunc- 
tion with an antibiotic such 
as ACHROMYCIN® V Tetracy- 
cline with Citric Acid. 


Each tablet contains: 
10,000 Units Streptokinase, 
2,500 Units Streptodornase. 


LEDERLE LABORATORIES 


AMERICAN CYANAMID COMPANY 
Pearl River, New York 


VARIDASE 


Streptokinase-Streptodornase | Lederle, 


States. Box 6587 C, % A 


versity, De Kalb, Illinois. 


OPHTHALMOLOGIST 
young; to start department; 
cultured college town; 


— CERTIFIED OR ELIGIBLE; 
15 man specialty group; 
southern Illinois; new air con- 
ditioned building; salary open; early partnership. Box 


(Continued from page 92) 


WANTED—INTERNIST; RADIOLOGIST; OPHTHAL- 
mologist by well established clinic in North Dakota; 
excellent facilities; early full partnership; oe 4 
‘Gate 5379 C, % PATHOLOGIST—FULL CHARGE OF LAB- 
A 0 bed to open 

PHYSICIAN — GENERAL PRACTICE: 
needed; hospital; community will help financially; re- 
sort; wonderful climate; fishing; WANTED—SECOND GEN- 

fastest growing recreational area ed in 


n 
: Bo: AMA. 


DOCTOR WANTED—TO JOIN TWO OTHER GEN- 
— practitioners in St. Louis, Missouri, by January 1, 


; active one including surgery ; 


= associate with small group in West 

ary $12,000; complete modern hespita 

facil ties ; ——e opportunity for a 

6490 Yo AMA 


to join three man group in 
artnership opportunity ; 
age, etc. Box 6811 C, 


WANTED—OPHTH ALMOLOGIST OR OTOLARYNGOL- 
; in Texas clinic; Board certification not necessary; 
increasing Tf with $12,000 guarantee Ist year. 


hg my FOR STUDENT HEALTH SERVICE; 
1 time; male; salary up to $10,000; 
Fe send personal qualifications to: Dr. Otto J. 
Keller, Director, Health Service, Northern Illinois Uni- 
Cc 


As, 


WANTED—SURGEON WILLING TO DO SOME GEN- 
eral practice; no obstetrics; two hours from Chicago 
loop; $18,000 first year with percentage; partnership 
end of 2nd year; new air conditioned quarters; com- 

munity of 20,000. Box 6783 C, % AMA. 


ASSOCIATE FOR SERIOUSLY 
; practice well established; partnership ulti- 
< 6524, Raleigh, North Carolina. C 


WANTED—YOUNG 


J.A.M.A., Oct. 11, 1958 


TWO WARD SURGEONS—NEBRASKA; 20! BED G 


eral hospital; one general surgeon; one with os 
interest desired. Write: Manager, Veterans Administra- 
tion Hospital, Grand Island, Nebraska. c 


psychiatry; sanatorium and private practice with small 
group; southwest ; guarantee and 7 reentage; partnership 
in view. Box 6676 C, % AMA 


TRAINED OR DERMA- 
tologist, internist or pediatrician with interest in allergy; 
excellent salary; partnership later; midwest; university 
city of 275,000. ‘Box 6711 C, % AMA. 


PSYCHIATRIST — SALARY FIRST YEAR, $20,000; 


partnership thereafter; analytically oriented interest in 
large Montana town. Box 6777 C, % 


GENERAL SURGEON WITH ORTHOPEDIC TRAIN- 


ing; southern C alifornis area; salary $1,000 per month, 
plus. Box 6785 C, % AMA. 


GENERAL PRACTITIONER WITH PEDIATRIC 


training; southern California area; salary open. Box 
6784 C, % AMA 


WANTED—WELL TRAINED YOUNG SURGEON TO 
join 10 man midwestern croup in July, 1959; thoracic 
experience desirable. Write: Box 6467 C, % AMA 


WANTED—FULL TIME PHYSICIAN FOR RAILWAY; 
must be eligible for license West Virginia; 
and Ohio. Box 6549 C, % AM. 


INTERNS AND RESIDENTS WANTED 


The x signifies a hospital approved for internships 
and the + approved for residencies in specialties 
by the Council on Medical Education and Hospitals 
of the A. M. A. Consult Council’s approved list 
for types of internships and residencies approved. 


GENERAL SURGICAL RESIDENCY AVAILABLE IN 
the San Francisco-Oakland Bay area; four years fully 
approved program on a general surgical service in a 
712 bed general medical and surgical Veterans Ad- 
ministration Hospital+ with a full consultative staff 
from the University of California and Stanford Schools 
of Medicine; affiliated services as required are available 
in other hospitals of the aiea; applicants must be U. 8. 
or Canadian citizens who are graduates of approved 
medical schools; salary range from $3,250 to $4,945 per 
annum depending on previous training. Apply to: Di- 
rector, Professional Services, Veterans Administration 
Hospital, 13th and Harrison Streets, Oakland 12, Cal- 
ifornia. D 


WORCESTER CITY HOSPITAL, WORCESTER, 
Massachusetts; 450 beds; Board approved rotating in- 
ternship and residencies in medicine 3 years; surgery, 
4 years, pediatrics 2 years, pathology, 3 years and or- 
thopedics 2 years, adult; large proportion of active 
ward service cases with excellent teaching staff and 
opportunity to learn; daily teaching conferences and 
bi-weekly guest physician conferences; annual stipend 
$2,400 interns ; $3,000-$4,000 residents, including main- 
tenance ; applicants must be graduates of approved 
schools or take AMA qualifying examination. Reply to: 
Dr. Victor P. DiDomenico, Director of Medical Edu- 
cation. D 


ROVED RESIDENCIES AND ROTATING _IN- 
- _bed hospital; approved for 4 years in general sur- 

4 years in pathology, 3 years in medicine; 3 years 

fn Tyoleay. 3 years in ob-gyn; 3 years in radiology; 2 
years in pediatrics and 2 years in anesthesiology; ro- 
tating internship is for 12 months and includes medi- 
eine, surgery, obstetrics, pediatrics and 2 months in 
specialty of intern’s choice; active training program, 
full time director of medical education; remuneration 
$200-275 per month plus full maintenance. For further 
information write: Director of Medical Education, 
Huron Road Hospital, Cleveland 12, Ohio. D 


NEW YORK CITY—PSYCHIATRIC RESIDENCIES IN 
midtown Manhattan; approved for three years; program 
integrated with New York University, Bellevue Medical 
Center; American citizenship required; analytic schools 
within easy reach; psychiatric and neurology service 
consists of 267 beds in a 1,200 bed general hospital; all 
types of therapy stressed : including analytically ori- 
ented psychotherapy; salaries up to $9,890, under career 

lan. Contact: Dr. Moe A. Goldberg, Acting Chief, 
N. P. Service, Veterans Administration Hospital, 24th 
Street and First Avenue, New York 10, New York. 


RESIDENCIES IN PSYCHIATRY—DUKE UNIVERS!- 
ty Medical Center; 3 year approved; complete patient 
and a facilities; closely supervised, analytically 
oriented psychotherapy and somatic therapy; adult and 
children’s OPD; training in psychosomatic medicine 
and neurology: ‘minimum starting salary $3,000; plus 
room and board, uniforms and other financial aid. 
haa Dr. Ewald W. Busse, Chairman, Department of 

ychiatry, Duke Durham, North 


APPROVED THREE YEAR RESIDENCY IN OPH- 
thalmology, Northwestern University Medical School 
Center available January 1, 1959, due to sudden with- 
drawal of accepted candidate ; applications, preferably 
by graduates of approved schools, are invited; closing 
date November 1, 1958. Apply to: Miss v nang 2 care 
Derrick Vail, MD, Northwestern Univers Medical 
School, 303 E. Chierazo Avenue, Chicago, Tilinots. for 
information pertaining to above. D 


RESIDENCY IN PULMONARY DISEASES AVAIL- 
able immediately at Baylor University College of Med- 
icine, Houston, Texas; opportunity for training in en- 
doscopy, pulmonary physiology; tuberculosis and non- 
tuberculous chest diseases; one or more years residency 
in internal medicine desirable. Address inquiries to: 
Daniel E. Jenkins, MD, Department of Medicine, 
Baylor University College of Medicine, Houston, Texas, 


OBSTETRICS AND GYNECOLOGY — APPROVED 3 
year residency; available July 1, 1959; open to grad- 
uates from an approved medical school and approved 
internship, or others holding a temporary or permanent 
Michigan medical license; salary $4,800 to $5,640; uni- 
forms furnished; room available for single ‘residents. 
Apply to: Administrator, Crittenton General Hospital, 
1550 Tuxedo, Detroit 6, Michigan. D 


(Continued on page 102) 
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HELPFUL 
PAMPHLETS 
FOR 

BAFFLED 
PARENTS 


WU 


CALLING ALL PARENTS 


A delightful booklet where babies do the talk- 
ing through pictures and captions. 36 pages, 
25 cents 


WHAT DOES YOUR BABY 
PUT IN HIS MOUTH? 


Tells how to prevent accidents from choking 
and what to do if they happen. by Chevalier 
Jackson and Chevalier L. Jackson. 24 pages, 
15 cents 

BAD HABITS IN GOOD BABIES 


Including sleep disturbances, eating problems, 
stubbornness, bladder control. by H. M. Jahr, 
16 pages, 20 cents 


THUMBSUCKING 


Tells when and why babies suck their thumbs 
and what to do about it. by Margaret B. 
Kerrick, 4 pages, 10 cents 


AMERICAN 
MEDICAL 
ASSOCIATION 


535 N. Dearborn Street, Chicago 10, Illinois 


VICK RELIEF 


i~ and colds! 


{UNIVERSAL | 


ectresteem 
VAPORIZER 


with safe, instant action! 
‘STEAM THERAPY IS THE THING for 


relief of sinus congestion, croup and colds 
and the new Universal-Electresteem Vaporiz- 
er provides abundant steam instantly! Im- 
perial and All-Nite gallon-size models run up 
to 16 hours without refilling. Medication cup 
is king-size, and you get king-size conven- 
ience with “Safety Sentinel,” cool carrying 
stand, wide-top opening for easy filling and 
cleaning, and other famous Universal-Elec- 
tresteem features. Imperial model, $9.95. All- 
Nite model, $7.95. Half-gallon model, $5.95. 


¢ Runs up to 16 hours with one filling 

e “Safety Sentinel” prevents overheating 
© Gives abundant steam instantly 

Cool-handled carrying stand 

© Handsome pharmaceutical green bottle 


Vol. 168, No. 6 : 
| 
ha 
IMPERIAL 
MODEL 
1 GALLON 
ELECTRIC STEAM RADIATOR C 
PARIS, KENTUCKY ¢ Subsidiary of Landers, Frory & | 


PYELONEPHRITIS 


“A DISEASE OF THE TUBULES” AS WELL AS THE GLOMERULI 


In pyelonephritis, “the tubules suffer from damage to 
their lining cells which show cloudy swelling, granular 
degeneration and diminution in size. Inflammatory cells 
and colloid casts are found in the lumen of the tubules. 


Inflammatory cells are present also in the interstitial! 


tissue. The glomeruli remain normal over a long period.” 
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In addition to simple glomerular 
filtration, FURADANTIN is actively 
excreted by the tubule cells. 


in the treatment of pyelonephritis, it is important to select an agent such as 
Furadantin which—in addition to its glomerular filtration—is secreted by 
the tubule cells. On the other hand, it has been demonstrated that sulfona- 
mides, both free and acetylated, are excreted primarily by glomerular fil- 
tration,? and that ‘‘the mechanism of excretion of tetracycline is solely a 
glomerular filtration process without tubular involvement."* 


In pyelonephritis ... FURADANTIN, first 


Furadantin ‘‘may be unique as a wide-spectrum antimicrobial agent that is 
bactericidal, relatively nontoxic, and does not invoke resistant mutants. The 
importance of an agent with these characteristics that could be used for a 
long period in the treatment of chronic pyelonephritis has been recognized, 
and it is in this sphere that nitrofurantoin may have its greatest use."* 


Available as Tablets, Oral Suspension 


References: 1. Smith, !. M., and Lenyo, L.: Am. Practitioner 9:78, 1958. 2. Bass, A. D.: Chemotherapy 
of Bacterial Infections II: Sulfonamides, in Drill, V. A., ed.: Pharmacology in Medicine, New York, 
McGraw-Hill Book Co., Inc., 1954. 3. Pindell, M. H., et al.: J. Pharm. Exp. Ther. 122:61A, 1958. 
4. Waisbren, B. A., and Crowley, W.: A.M.A. Arch. Int. M. 95:653, 1955. 


aul I. NITROFURANS—a new class of antimicrobials—neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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OTOLARY NGOLOGY APPOINTMENT AVAILABLE 
now at first year level in approved three year program; 
requirements: U. S. citizenship: graduation from ap- 
proved school; and one year approved internship. Write: 
James R. Chandler, MD, University of Miami School 
of Medicine. at Jackson Memorial Hospital, Miami 36, 
Florida D 


e 
PATHOLOGY RESIDENT APPROVED — WANTED 
1, January 1, 1959; first year resident S. citizen; 377 


autopsies, 6,015 surgicals; stipend Sen per month with 
partial maintenance. Write: J. D. Kirshbaum, MD, 
Pathologist, fSernardino County Hospital, San 


ternardino, California D 
| INTERNS WITH EXPERIENCE WANTED —160 BED 
modern progressive general voluntary hospital; surgery 
is particularly active; maintenance us $500 monthly 
I 


Adelphi Hospital, 50 Greene Avenue, Brooklyn S8, New 
York 


RESIDENCIES IN PSYCHIATRY—UNIVERSITY OF 
Oklahoma Medical Cent three year approved training 
provides broad experience in dynamic psychiatry with 
intensive psychotherapy of in-patients and out-patients; 

ne logy: 


physiological and pharmacological therapies ; 
child psychiatry; social and preventive psychiatry; be- 
havioral sciences ; psychoanalysis; psychosomatic medi- 

ne; residents participate in research and teaching 
optimal supervision, cxcellent case material; complete 
curriculum; stipends first year $4,500; second year 
$5,000; third year $5,000; agplications now being con- 


. City 4, Oklahoma. 

of Medicine; affiliated services as required are available 

s 

is service in a general hospital with approved three-year 
or training program; all para-medical services fully op 
erative; located in the Greenwich village seetion of New 
further information write the Administrator, St. Vin 
tions under the supervision a certified Board spe 


sidered for residencies beginning July, 1959. For details 
write: Lonis Jolyon West, MD, Professor of Psychiatry. « 

® G ENERAL SURGICAL RESIDENCY AVAILABLE IN 

icisco-OQakland Bay area; tour vears fully 

approved program on a gefieral surgical service in 4 

j 712 bed general medical and surgical Veterans Ad 

in other hospitals of the area; applicants must be 

PIPERAZINE “A or Canadian citizens who are graduates of approved 

medical schools; salary range from $5,250 to $4,945 pe 

annum depending on previous training. Apply to: Di 

\\ rector, Professional Services, Veterans Administration 

York City: physical plant modern, up-to-date, recent! 

constructed; this general hospital consists of 8350) beds 

covering all specialties, and including a current capac 

ity of 82 beds in a psychiatric pavillion; affiliated with 

cent’s Hospital of the City of New York, 153 W. Ith 

Street, New York I! Applications now being ac 

cepted for training year beginning duly |, 1959 » 

é + J PHYSICAL MEDICINE RESIDENCY AVAILABLE IN 

the San Francisco-Oakland Bay area; 5 year residency 

leading to American ard certification in a 712 bed 

cialist; applicants must be t S. or Canadian citizens 

¢ graduates of approved class A medical schools 

é j i range: $ to $4945 for regular residents and 
$6500 to $9800 per annum for career residents depend 
ing on previous training. Apply to: Director of Profes 


University of Oklahoma ~~ of Medicine and Uni- 
ministration Hospital+ with a full ¢ staf? 
Hospital, 13th and Harrison Streets, Oakland 12, Cali 
New York University ~wue Medical Center; resi 
general medical and surgical Veterans Administration 
sional Services, Veterans Administration Hospital, 15th 
—Piperazine Citrate, 250 or 500 mg., scored 


versity Hospitals, 800 N . 3th Street, ee 
brand from the University of Calitornia and Stanford Schools 
ot fornia 
NEW YORK CITY RESIDENTS A PSYCHIATRIC 
dencies available on Ist, 2nd, and 
—Ppj i i hospital; excellent opportunities for clinical investiga 
Piperazine Citrate, 100 mg. per ce. 
and Harrison, Oakland 12, California 


EXCELLENT APPROVED RESIDENCIES AVAILABLE 
in sene ral practice, medicine, pathology, pediatrics, 


SUrgery, Urology, obstetrics- zy 
t vd new modern county hospital+ ; 
diagnostic and therapenuti 
$425 per month plus $50 to per month over 
time for emergency assignment; ample rentals 
~ —Piperazine Phosphate, 500 mg: in immediate vicinity; final citizenship and/or Cal 
fornia licensure required; full acereditatix 
stal? participation; located in community of 145,000 
population. Administrator, Kern County General 


Literature available on request pital, Bakersfield, California 
MEDICAL RESIDENCY AVAILABLE IN THE SAN 
Francisco-Oakland Bay area; three years approved pro 
gram on a service consisting ot 247 beds in a 712 bed 
general Veterans Administration Hospital with full } 
consultative staff from the University of California and i 


& BURROUGHS WELLCOME & CO. (U. S.A.) INC., Tuckahoe, New York Stanford University Schools of Medicine and affiliated 
the area; applicants must 


services in other hospitals of area: 

be U. S. or Canadian citizens who are graduates of 
Class A medical schools. Apply to: Director, Profession 
al Services, Veterams Ac Hospit; al, 13th and 
Harrison Streets, Oakland liforni D 


ISIDENCTES INTERNAL MEDICINE 
terly, Veterans Administration Center, 
ram; citizenship required 


available qu 


| 
Continued from page 9! GENERAL PRACTICE ROTATING RESIDENT; AVAIL Dayton, Ohio; 3-4 year prox 
(Continued from page 98) able January 1, 59: in 244 acute bed county general or else graduate of approved Canadian or USA medical 
ANESTHESIOLOGY ONE OR TWO YEAR RESI hospital accredited by JCAH; $500 month plus at- school; a il “1 and supervised, by Ohio State pte - 
dency fulfilling the requirements for the Americar tractive five room furnished home; must be citizen of nity Medical Pai 
Board of Anesthesiology certifieation: stipend first Unite States of America. Apply: Medical Director, approved for rene Nic aw 
$2,400; second year 000. Write’ to: Dr. Leo Merced County General Hospital, Merced, California, D ly Sim Chief, 
2, 3,000. National averages. / : Dr. S. Simerme 
Hand or Dr. Francis J. Audin, Department of Anes — : Medical vi Veterar Administration Center 
Yew ROTATING INTERN ‘HIPS; AMA APPROVED; Medica crans 4 
England Deaconess Hospital, Bo starting July 1, : 400 beds; ident-intern teaching Dayton, D 
: programs ; clinical material; monthly stipend 
NEW FELLOWSHIP IN CARDIO-VASCULAR SUR plus full maintenance; near Waskineten, D. ©. Apply: VETERANS ADMINISTRATION HOSPITAL, ANN AK a 
gical rch: immediate ‘appointment available: re Prince George's General Hospital*+, Cheverly, Mary bor, Michigan, ue neral — and 
foreign i RS ac wsitions available; psychiatric residencies; affiliates 
quires 2 years surgical resideney or experience cardio land. Foreign interns accepted offering 
vascular research; stipend $300 per month plus room, with the University of hixan nY ring a ac 
laundry, uniforms bed teaching hospital; fully ap PATHOLOGY RESIDENCIES IN BAYLOR UNIVER eredited three year, well balanced didactic and seminar 
proved ‘Write: Director of Cardio Bae on Laboratories sity Hospital*, Dallas, Texas; for July, 1959; approved program; opportunity for experience in an approved 
ro Aultman Hospital Canton 10, Ohio D 4 years PA and CP under 5 certified pathologists and new children’s residential psychiatric treatment center; 
: seve PH.D.s; opportunity for research and anced must be an citizen, Write: M 
rice 39 . 7 o MD, Manager Jeterans Administration ospital, Ann 
MICHIGAN —RESIDENCIES IN PSYCHIATRY; BAL- degrees; 16,000 surgicals, autopsies; $3.00 1 
anced didactic and clinical training in: fe xible program: #4, 380 plus. Write: Dr. J..M Hill for brochure. D Arbor, Michigan D 
salary range first to fifth year $6,49: 7,642, $9,250, > 
$9,688, $10,544; appointments availa ble January and DUE TO A CANCELLATION, HOLLYWOOD PRESBY PSYCHIATRIC RESIDENCY VACANCIES - Al 
1959. Write: Dr. Curtis W. Page, Director of terian Hospital has a +y in its residency program | proved three year regular residency in conjunction with 
Traverse City State Hospital, Traverse City, in internal medicine ; applicants, - please con- | Northwestern University medical sehool ; extensive train 
Michigan , D tact the Administrator, P. Riggs, Hollywood Pres- | ing program in clinical psychology, vocational coun 
byterian Boge ecm North Vermont Avenue, Los seling, social service, and related fields; salary range 
ANESTHESIOLOGY RESIDENCIES — APPROVED 2 Angeles 27, California D regular residents to $4, career 
xperience; opportunities for clinical, teaching and PATHOLOGY RESIDENCY FIRST, SECOND AND | S\fOi Stration Hospital, Downey, North’ Chicago 
appointments in hospi 1 and medical college third year; available in completely approved program ; | illinol D 
after completion of training frite: C. andmesser, affiliation with University of Michigan; salary range 
MD, Director of Anesthesiology, Albany ‘Medical Center, $325 to $400. Write: Director of Laboratories, Pontiac 7 # ° 
Albany, New York D General Hospital, Pontiac, Michigan D (Continued on page 124) 
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ABDEC DROPS 


comprehensive multivitamin formula 


NOW WITH VITAMIN B.. 


improved formula for better-than-ever nutritional support 


Each 0.6 cc. of ABDEC DROPS now supplies: Vitamin B,2. added 

Vitamin §,000 units Nicotinamide doubled 

Vitamin C (ascorbic acid) ’ Pantothenic acid more than doubled 
Vitamin B, (thiamine hydrochloride) 5 Riboflavin tripled 

Vitamin Bo (G) (riboflavin) ............. 1.2 mg. 

Vitamin Bg (pyridoxine hydrochloride) ...1 mg. . > 
Pantothenic acid (as the sodium salt) + stable—needs no refrigeration 
Nicotinamide hypoallergenic 

Vitamin By2 

In bottles of 15 and 50 cc. with calibrated plastic + easy to give in foods or fluids 
droppers. or directly on the tongue 


% ¢ 
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CHILCOTT 


Perhaps nothing can so readily undermine her feeling of 
femininity as the distressing symptoms of vaginitis. 

However, with Sterisil you can quickly restore comfort and 
composure and bring the infection under control. 

Especially convenient for your patients: in the average 

case only one application every other night is required for a total 
of six. However, severe infections may require treatment 

every night for about two weeks. 


Sterisil is available in a 112 oz. tube with six convenient 
disposable applicators. 


HEXETIDINE 


| 
104 
AT. 
. 
® 
Poo 


PHYSICIAN NEEDS SPECIAL 


tr ue 
security 


can be yours with 
a plan tailor-made 
for your special needs 


As a physician, you know that only 
proper diagnosis and preventive meas- 
ures now can protect your patients’ 
future, and that you are especially 
qualified to offer this particular pro- 
tection. 


Similarly, as insurance specialists, 
the people of Mutual Benefit Life are 
unusually qualified to examine your 
present and coming needs and to pro- 
tect your future. More than a century 
of serving the medical professions has 
given us thorough experience concern- 
ing your particular circumstances. 


Mutual Benefit Life offers you 
TRUE SECURITY tailored to your 
career and to the future of you and 
your family. This plan will fit your 
particular earning curve which starts 
later, rises rapidly, declines sharply 
without the cushion of company bene- 
fits. Flexible Mutual Benefit Life plan- 
ning will take into account all such 
special considerations in giving you 
TRUE SECURITY. 

Ask your Mutual Benefit Life man 
about TRUE SECURITY. A person- 
alized, comprehensive plan can be 
yours today with the most liberal 
coverage in Mutual Benefit Life’s 113- 
year history—and at a new low cost. 


MUTUAL BENEFIT 


The [| FF Insurance Company 
for TRUE SECURITY 


THE MUTUAL BENEFIT LIFE INSURANCE COMPANY. NEWARK, NEW JERSEY 
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(CHLOROTHIAZIDE) 


In the vast majority of patients, 'DIURIL' relieves or prevents the fluid 
“build-up” of the premenstrual syndrome. The onset of relief often 
occurs within two hours following convenient, oral, once-a-day dosage. 
'DIURIL' is well tolerated, does not interfere with hormonal balance and is 
continuously effective—even on continued daily administration. 


DOSAGE: one 500 mg. tablet 'DiuRiL' daily—beginning the first morning of 
symptoms and continuing until after onset of menses, For optimal therapy, 
dosage schedule should be adjusted to meet the needs of the individual patient. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DiURIL' (chlorothiazide); 
bottles of 100 and 1,000. 


Diurit is a trade-mark of Merck & Co., Inc. 


MERCK SHARP & DOHME Division of MERCK & CO., INC., Philadelphia 1, Pa. Qo) 
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(EDEMA) 


istention 
iscomfort 


ANY INDICATION FOR DIVURESIS IS AN INDICATIONS FOR 'DIURIL' 
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Investigator 
after investigator reports 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 


“Chlorothiazide added to other antihypertensive drugs reduced the blood pressure in 

19 of 23 hypertensive patients.’’ ‘‘All of 11 hypertension subjects in whom 
splanchnicectomy had been performed had a striking blood pressure response to oral 
administration of chlorothiazide.” ‘’. . . it is not hypotensive in normotensive patients with 
congestive heart failure, in whom it is markedly diuretic; it is hypotensive in both 
compensated and decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive heart failure, 
it is markedly diuretic)... .” 


Freis, E. D., Wanko, A., Wilson, |. H. and Parrish, A. E.: J.A.M.A. 166:137, Jan. 11, 1958 


“Chlorothiazide (maintenance dose, 0.5 Gm. twice daily) added to the regimen of 73 
ambulatory hypertensive patients who were receiving other antihypertensive drugs as well 
caused an additional reduction [16%] of blood pressure.” ‘‘The advantages of 
chlorothiazide were (1) significant antihypertensive effect in a high percentage of patients, 
particularly when combined with other agents, (2) absence of significant side effects or 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 

(4) effectiveness with simple ‘rule of thumb’ oral dosage schedules.” 


In “Chiorothiazide: A New Type of Drug for the Treatment of Arterial Hypertension,” Hollander, W. and Wilkins, R. W.: Boston Med. Quart. 8: 1, September, 1957. 


MERCK SHARP & DOHME  bivision of MERCK & CO., INc., Philadelphia 1, Pa. 
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(CHLOROTHIAZIDE) 


INITIATE THERAPY WITH 'DIURIL'. 'piuric' is given in a dosage range of from 
250 mg. twice a day to 500 mg. three times a day. 


cation (reserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. If the patient 
is established on a ganglionic blocking agent (e.g., "INVERSINE') this should be continued, but the total daily 
dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the serious side 
effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION, The patient must be frequently observed 


and careful adjustment of all agents should be made to determine optimal maintenance dosage. 


. ADJUST DOSAGE OF OTHER AGENTS, The dosage of other antihypertensive medi- 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'piurit' (chlorothiazide); bottles of 100 and 1,000. 


*DIURIL' is a trade-mark of Merck & Co., Inc. 
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the effectiveness of | 

in | 

Smooth, more trouble-free management of hypertension with 'piuRIL' | 


Mussels are always born “premature.’’ They die 
within a few days, unless a fish comes along to 
which they can attach themselves until fully viable. 


Prematurity is not normal in human infants. But 
when premature labor threatens, administration of 
Releasin can often halt labor and materially in- 
crease the infant’s chances for survival. 


Whenever labor begins between the 29th and 36th 
week of pregnancy and before dilatation of the 
cervix exceeds 3 cm., administration of Releasin 
may add precious additional days or weeks for in 
utero development. Releasin is also indicated to 
overcome cervical dystocia and facilitate delivery 
in cases of difficult or induced labor. 


Complete literature is available upon request. 


brand of relaxin 


AN ORIGINAL DEVELOPMENT OF WARNER-CHILCOTT RESEARCH 


WARNER-CHILCOTT 
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PREVENT 


both cause and fear 


ANGINA 
ATTACKS 


Miltrate 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 


by Wallace Laboratories long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.’”! 

The addition of Miltown to PETN, as in Miltrate,“*...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.””? 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 


Supplied: Bottles of 50 tablets. 

Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 

Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 

Dosage should be individualized. For clinical supply and literature, write Dept. IS 
1. Friedlander, H. S.: The role of atarazics in cardiology. Am. J. Card. 1:395, March 1958. 

2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957. 


WALLACE LABORATORIES, New Brunswick, N.J. 


CML-7186 
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SMITH KLINE & FRENCH LABORATORIES + PHILADELPHIA 1 


ESTABLISHED 1841 


A preferred form of iron therapy 
in the nation's hospitals 


. . . and why 


Dear Doctor: 


Over the years, literally carloads of Feosol® 
(exsiccated ferrous sulfate) have been used in 
hospitals in the United States. 


This is why: (1) Ferrous sulfate is a most 
effective form of iron. (2) 'Feosol' is a superior 
presentation of ferrous sulfate. (3) 'Feosol', and 
'Feosol' alone, is all that is required to correct 
simple iron deficiencies. (4) The cost of 'Feosol' 
therapy is very low. 


Try 'Feosol' in your private practice as well 
as in the hospital. You will find that it produces 
a satisfactory reticulocyte response in one week, 
and a rise in hemoglobin which often averages more 
than 1% a day. 


Very sincerely, 


W. A. Munns 
President 
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respiratory infections 
gastrointestinal infections 
genitourinary infections 
miscellaneous infections 


immediate 


use 
therapeutic 


intramuscular 


with Xylocaine* 


250 mg. per 1 dose vial 
100 mg. per 1 dose vial 


@ when oral therapy is contraindicated (vomiting, dysphagia, 
intestinal obstruction, gastrointestinal disorders) 
@ when the patient is comatose or in shock 

postoperatively 
. fast peak blood and tissue concentrations 


. high cerebrospinal levels 


. for practical purposes, Sumycin is sodium-free 


Each vial contains tetracycline phosphate complex equivalent 
to 250 mg., or 100 mg., of tetracycline HCI. (Note: 250 mg. 
dose may produce more local discomfort than the 100 mg. 
dose.) 


FLEXIBLE DOSAGE FORMS FOR CONTINUING ORAL THERAPY 


Tetracycline phosphate 
complex equiv. 
tetracycline HCI (mg.) Packaging 


Capsules (per capsule) 250 Bottles of 
16 and 100 
Half Strength Capsules Bottles of 

(per capsule) 16 and 100 
Suspension 125 60 cc. bottles 
(per 5 cc. teaspoonful) 


Pediatric Drops 100 10 cc. bottles 
(per cc.—20 drops) with dropper 


Squibb Quality—the Priceless Ingredient 


“SUMYCIN'® 18 A SQUIBE TRADEMARK @1.m.@ ASTRA PHARMACEUTICAL PRODUCTS. INC, 
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are Meissner’s touch corpuscles—cylindrical 
husbands will cooperate readily in 
ment plan for wives when you acq 


2 hours Lontabs are in the 
stomach and small bowel. Release of 
core substance is well under way. 


4 hours Lontabs are in the ileum 
and cecum as core has steadily eroded. 


SHOW 


HOW ONE 
PYRIBENZAMINE’ 
LONTAB’ 


relieves allergy all day or all might 


The unretouched X-ray films show how Lontabs release medication in the 8 hours Lontabs are still visible as 
digestive tract. So that the prolonged erosion of the Lontab core could —_ substance of core continues to be released. 
be visualized by X-ray, subject was given 10 Lontabs, each containing 100 j 
mg. of a radiopaque substance in place of Pyribenzamine. 

With its unique formulation, the Pyribenzamine 

Lontab not only relieves allergy symptoms 

promptly, but sustains relief as long as 12 hours. 


pecial outer shell releases 33 mg. Pyribenzamine* 
hydrochloride within 10 minutes. 


Unique core releases approximately 18 mg. Pyri- 
benzamine hydrochloride the Ist hour, approxi- 
mately 50 mg. from the 2nd to the 12th hour. 
SUPPLIED: Pyribenzamine Lontabs — full-strength — 100 mg. (light blue) . 
NOW AVAILABLE: Pyribenzamine Lontabs — half-strength — 50 mg. (light green) 
— for children over 5 and for adults who require less antiallergic medication. 


PYRIBENZAMINE® hyd hloride (tripel ine hydrochloride CIBA) 
LONTABS® (long-acting tablets CIBA) 
2 I B A SUMMIT.N J 
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SUID 


The doctor had finished listening to the woman's 
ailments and was taking down pertinent facts. She 
answered all of the doctor’s questions until he asked 
her age. There was complete silence. He repeated 
the question. Again there was silence. 

“Oh, come now!” said the doctor impatiently. 
“Why not just make a wild guess?” 

e 

Which reminds us of Sam Levenson’s remark: 
“Kids are so smart, nowadays, it’s no use spelling 
words out so they won't understand. If you really 
don’t want them to know what vou're saving, pre- 
tend you're talking to them.” 


“Well, Jim.” a commuter asked his friend in the 
adjoining seat. “I hear you're a traveling salesman 
now. How do you like it?” 

“It’s terrible,” said the other downheartedlv. “I've 
been calling on prospects for nearly a month now— 
and I’ve been insulted every place I made a call.” 

“Now, that’s funny,” said the other. “I've been 
on the road over 30 years. I've had my samples 
flung out the windows, I’ve been tossed down every 
stairway in the country, I've been locked out 
by janitors and threatened by secretaries. But in- 
sulted—never!” 

A flock of our feathered friends were perched 
on a sparrow’s new nest, inspecting it inside and 
out. With ecstatic chirps they all agreed it was just 
the kind of place anv nesting mother would love. 

“But why,” ventured one visitor, “have vou got 
that big hole in the bottom?” 

“Well, you see,” explained Mrs. Sparrow, with 
a shrug, “I love to lay eggs—but I simply can't 
stand children!” 

The quizmaster on a very popular television 
show received an answer so unexpected that the 
audience wasn’t able to quiet down for about five 
expensive minutes. The contestant was a simple- 
looking chap, and he blinked hopelessly when 
asked: 

“What's the difference between amnesia and 
magnesia?” 

Then suddenly came the light of understanding, 
and he answered: 

“The guy with amnesia doesn’t know where he is 


going.” 


by E. K. H. 


“Who was that on the telephone, Junior?” called 
the father to his 8-year-old. 

“Just a lady,” was the answer. 

“Well, what did she want?” 

“Nuthin’ . . . all she said was, ‘It’s a long dis- 
tance from New York,’ so I said, ‘Sure,’ and she 
hung up.” 

Having marveled at these things himself, tele- 
vision comedian George de Witt completely sym- 
pathizes with the bewildered English visitor who 
wandered into an American drugstore and asked 
for a small tube of toothpaste. The druggist handed 
him a package marked “large.” 

“I'm afraid you didn’t understand,” said the 
Britisher. “I asked for a small tube.” 

“That's right, sir,” was the answer. “It comes in 
three sizes—large, giant, and super. I gave you the 
small size—large.” 


“Oh, I'm on a diet when I'm not eating.” 
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NEW 


(brand of triacetyloleandomycin with gtuCOSAmine) 


Capsules / Oral Suspension 


PRONOUNCED TAY-O 


effective 
control 
common 


ivision, Chas, Pfizer & Inc. 
we 


CLINICAL all Staph 
RESULTS adults children infections 


Cured 172 (80%) 148(89%) 71 (88%) 
improved 28 (13%) 8 (5%) 7 (9%) 
Failure 17 (7%) 11 (6%) 3 (3%) 


Types of infecting organisms: The majority of 
identified etiologic microorganisms were Staph. 
aureus and Staph. albus. Tao has its greatest 
usefulness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
alpha-hemolytic strains and enterococci), pneu- 
mococci, gonococci, Hemophilus influenzae. 


Per cent of “antibiotic-resistant" epidemic 
staphylococci cultures susceptible to Tao, and 
antibiotics A, B, and C.! 


100 


susceptible to Tao 


75 
susceptibie 
Antitrotic C 


susceptibie 
Antibrotic A 


% of Cultures Susceptible 
to 3.12 mcg./mi. or less 


REACTIONS: 

(a) adults (b) children 
Total—9.2% Total —0.6% 

(20 out of 217) (1 out of 167) 

Skin rash — 1.4% Skin rash —none 

(3 out of 217) Gastrointestinal — 
Gastrointestinal — 0.6% (1 out of 167) 
7.8% (17 out of 217) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
required discontinuance of therapy. 


stability in gastric acid + rapid, high and sustained blood lev- 
els - high urinary concentrations - outstanding palatability in a 
liquid preparation 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered without regard to meals. 

Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 476. 
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SUX-CERT 


lyophilized 
SUCCINYLCHOLINE CHLORIDE 


SUX-CERT, the newest product in the INCERT® family of addi- 
tives features the pump-type vial and offers these advantages: 


e Needs no refrigeration or expiration dating 

Retains high potency in storage at room temperature 
Requires no needles, no syringes 

Instantly reconstituted in bulk parenteral solutions 


Supplied in sterile additive vials containing 500 mg. and 
1000 mg. expressed as anhydrous succinylcholine chloride. 


ALSO AVAILABLE IN INCERT 


VI-CERT (lyophilized B Vitamins with Vitamin C)—five essential B vitamins and vitamin C. 
INCERT 141—Thiamine HCI 25 mg., Riboflavin 10 mg., Niacinamide 100 mg., Sodium 
Pantothenate 20 mg., Pyridoxine HCI 20 mg., Ascorbic Acid 500 mg. 


POTASSIUM CHLORIDE SOLUTION INCERT T2010—20 mEq. K* and CI~ in 10 cc. sterile 
solution (2 mEq/cc.). INCERT T2020—40 mEq. K* and CI~ in 12.5 cc. sterile solution 
(3.2 mEq/cc.). 

POTASSIUM PHOSPHATE SOLUTION INCERT 131 — Potassium Phosphate (1.579 gm. 
K,HPO, and 1.639 gm. KH2PO,4 per 10 cc.). Contains 30 mEq. K* and HPO,4= in 10 cc. 
sterile solution. 

CALCIUM LEVULINATE SOLUTION INCERT T51—Calcium Levulinate, 10% solution, 1.0 
gm. (6.5 mEq. of Calcium) in 10 cc. sterile solution. 


* 30% iN PREPARATION COST 
SAVE 600% iN PROCESSING TIME 
WITH INCERT SYSTEM 


pharmaceutical products division of 


BAXTER LABORATORIES, INC. 


MORTON GROVE, ILLINOIS 
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measures therapeutic success 


Pentids 


Squibb 200,000 Unit Buffered Penicillin G Potassium Tablets 


when an oral penicillin is indicated...prescribe Pentids 


Six years experience by physicians in treating many mil- 
lions of patients with Pentids confirm clinical effective- 
ness and safety. Excellent results are obtained with 
Pentids in many common bacterial infections with only 
1 or 2 tablets t.i.d. Pentids may be taken without regard 
to meals. Pentids are economical. 


DOSE: 1 or 2 tablets t.i.d. without regard to meals 


SUPPLY: Bottles of 12, 100 and 500 tablets 


other Pentids products 

NEW Pentids For Syrup: Squibb Flavored Penicillin Powder: 
when prepared with 35 cc. of water, the preparation pro- 
vides 60 cc. of fruit-flavored syrup, 200,000 units per tea- 
spoonful (5 cc.). 

Pentids Capsules: Squibb Penicillin G Potassium 200,000 
Unit Capsules, bottles of 24, 100 and 500. 

Pentids Soluble Tablets: Squibb Penicillin G Potassium Sol- 
uble Tablets—200,000 units, vials of 12, bottles of 100. 
These formulations are given % hr. before meals or 2 hrs. 
after meals. 


Squibb Quality—the Priceless Ingredient 


*PENTIO‘’@ A SQUIBS TRACENARE 


117 
when you treat common bacterial infections... 
a well patient back on the job | 
=> 

| 
j 
4a 

| 
SQUIBB 


J.A.M.A., Oct. 11, 1958 


for the anginal heart Ritalin and immediately 
her attitude changed.’* 


clinical investigators report 
benefits and safety of 


® 
hydrochloride 
i (methylphenidate 
hydrochloride CIBA) 
*37-year-old female treated for depression due to breast see page , 79 
| cancer (Natenshon, A. L.: Dis. Nerv, System 17:392 (Dec.) 1956.) 


POSITIVE —— 
CORONARY look for the new 


VASODILATION || AMA NEWS 


‘with LESS cardiac work . 


next issue October 20 


Penite provides positive coronary vasodilation 
to increase oxygen supply to the myocardium. 
Furthermore, by reducing stress and tachy- 
cardia, the work load of the heart is reduced. 


Results of clinical studies show that Penite can 
provide unsurpassed freedom from anginal at- 
tacks. 


“We have recently had gratifying results from 
... [Penite] tablets. 


“In our experience so far, the number of an- | 
ginal attacks has been sharply reduced... .”' 


EACH PENITE TABLET CONTAINS: 


Nitroglycerin ............ (1/200 gr.) 0.3 mg. 
Pentaerythritol tetranitrate .......... 10.0 mg. 


Usually, swallow one tablet before each meal and 
one at bedtime if needed. Clinical supplies on 
request. 


1, Plotz, M.: Coronary Heart Disease, Hoeber-Harper, New 
York, 1957, p. 299. } 


PENITE 


TABLETS 


i ARNRICK “Could you let him bleed a little—this is in color!” 


G. W. Carnrick Company « Newark 4, New Jersey 
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Seniors and Graduates: 


INTERN HOSPITA 
YOUR CHOICE WITH THE 


FULL PAY 
AIR FORCE OFFICER 


You, as a prospective or recent graduate, have the opportunity to qualify for 12 months’ spon- 
sored intern training at an outstanding military hospital, or at the civilian hospital of your choice. 
And, as you train, you earn the full pay—$370.00—plus allowances, of a First Lieutenant, U.S. 
Air Force. In addition, after you have actually begun your internship, you may apply for valuable 
residency training in the same—or another—hospital. Investigate your opportunities for an Air 
Force sponsored internship now. Full details may be obtained by mailing the coupon below. 


Physician’s Information, Dept. AMA-132 
Box 7608, Washington 4, D. C. 


; Please send me complete information on my op- 
> portunities for Air Force sponsored internships. 


U.S. AIR FORCE 
MEDICAL 
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pe. 


/LEDERLE LABORATORIES DIVISION, AMERICAN 


ay ae 2 tab 
5 
Galms tension and controls G. traum@ 
SYANA 11D COMPANY, PEARL RIVER, NE » ae) $ 


epilepsy 


The safety and effectiveness of “Mysoline” in grand mal and psychomotor attacks 
is confirmed by four yeas Of successful clinical use in the United States. No 
irreversible toxic effegts ave beem reported. Side effects, such as drowsiness 
and ataxia, are usually mild and transient..Therapy is easy to administer. 


Supplied: 0.25 Gus scored tablets, bottles of 100 and 1,000. 


Brand of Primidone 


AYERST LABORATORIES + NEW YORK 16, NEW YORK + MONTREAL, CANADA 


“Mysoline’ is available in the United States by arrangement with imperial Chemical industries, Ltd. 
ssos 
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A NEW SERIES IN 


Titles in the new series 


© PARENTS’ PRIVILEGE 


for parents of young children 
of pre-school and early 
school age 


@®A STORY ABOUT YOU 
for children in grades 4, 5, and 6 


® FINDING YOURSELF 

for boys and girls of 
épproximately junior high 
school age 


® LEARNING ABOUT LOVE 
for young people 

of both sexes (about 16 to 

20 years of age) 


® FACTS AREN'T ENOUGH 
for adults who have any 
responsibility for children 

or youth that may create 

é need for an understanding 
of sex education 


prepared by 
Marion O. Lerrigo, Ph.D. 
. Helen Southard, M.A. 


medical consultant 
Milton J. E. Senn, M.D. 


Prepared for the Joint Committee on Health Prob- 
lems in Education of the National Education Asso- 


Enclosed is $_________ 


ciation and the American Medical Association 


Title 


Prices of quantity orders of any 


SINGLE title 


00-45 
.. 


SEX EDUCATION 


ORDER BLANK 


(no stamps) for the following pamphlet(s): 


1. PARENTS’ PRIVILEGE 

2. A STORY ABOUT YOU 
3. FINDING YOURSELF 

4. LEARNING ABOUT LOVE 


5. FACTS AREN’T ENOUGH 
Complete set of five 
distributed by 
Please send pamphlet(s) to: 


ORDER DEPARTMENT 


(Please Print) 


$ 2.25 
4.25 19.12 
10.00 25 sets 45.00 
18.75 50 sets 84.37 
35.00 1l00sets...... 157.50 


Quantity 


Name 
AMERICAN MEDICAL ASSOCIATION Street 
535 N. DEARBORN ST. City 


CHICAGO 10, ILL. 


Zone 


State 


¥ 
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POSITION AVAILABLE IMMEDIATELY—APPROVED 
for three year residency; extensive service in diagnostic 
roentgenology; also in radiation therapy and radium; 
isotope laboratory; affiliated with Margaret Hague Ma- 
ternity Hospital and Pollak Chest Hospital where train- 
ing in these fields is also available; beginning salary 
$2,000 plus maintenance. Apply to: Director, Depart- 
ment of Radiology, Jersey City Medical Center, Jersey 
City, New Jersey. D 


PATHOLOGY RESIDENCY—1 TO 4 YEARS; FULLY 
approved for PA and CP; four certified pathologists; 
57 surgicals, 8,879; autopsies, 323; total exams, 670,- 
885; Indiana teaching conferen and ap- 
pointments available; stipend first year $3,336 with 
opportunity for extra income and annual increases; 
housing on premises available. Apply to: Dr. Lester H. | 
Hoyt, Director of Laboratories, Methodist Hospital, 
Indianapolis 7, Indiana. D 


MEDICINE; 1,500 BED 
wenerd ; Baylor Uni- | 
versity College } male, private, out patient 

medicine; includes ail, under supervision 
of Board Certified specialists; stipends $3,250 to $4,165; 
radioisotopes, pulmonary function; research, ete. ; must 
he S. citizens or graduates of United States or 
Canadian medical schools, H. D. Bennett, MD, Veterans 
Administration Hospital, Houston, Texas. D 


RESIDENCY 


INTERNAL 


APPROVED PSYCHIATRIC RESIDENCY — 500 BED 
hospital in Chicago Medical Center; Deans’ Committee 
supervised didactie-clinical program on %5 bed psy- 
chiatry and neurology service; affiliated with University 
of Ilinois, Loyola University, Chicago Medical School; 
Institute Juvenile Research, County ee Hos- 
pital and large outpatient Clinic. Write: r, Vet- 
erans A Administration West Side Hospital, oo 's Damen, 
Chieago 12, Illinois. D 


APPROVED 3 YEAR RADIOLOGY RESIDENCY; 500 
bed general hospital and large out patient service in 
medical center; affiliations University Illinois, 
mental therapy; Children’s Memorial, pediatric radi- 
ology; supervised by Dean of Iinois, Stritch and Chi- 
cago Medical Colleges, Apply: Manager, Veterans 
Administration Hospital, 820 South Damen, Chicago, 
Ilinois. D 


OPHTHALMOLOGY RESIDENCIES — GEORG age 
University Medical Center, Washington, [ C. 
proved 3 year program includes basic 
year graduate de program available; a 
ices Veterans Administration and D. C. General Hos- 
pital. Apply: Program Director, Ophthalmology, George- 
town University Medical Center, 3800 Rese rvoir Road, 
N. W., Washington, D. C. 


science; 4th 
“i serv- 


WANTED — RESIDENTS IN INTERNAL MEDICINE; 
first and second year; recently approved second year; 
442 adult bed general hospital; four charity clinics 
which includes a medical and cardiac clinic; stipend 
225 per month; applicants must be gr raduates of ap- 
proved medical schools. Write to: Administrator, Saint 
Luke’s Hospital*+, 601 East 19th Avenue, Denver 3, 
Colorado. D 


PSYCHIATRIC RESIDENCIES AVAILABLE 1959; 
program approved for three years; comprehensive clini- 
cal and didactic instruction with close personal super- 
vision covering hospital, outpatient, community and 
child guidance areas; program under Kansas City Gen- 
eral Hospitals. Address inquiries to: Milton E. Kirk- 
patrick, MD, reater Kansas City Medical Health 
Foundation, 22 "McCoy, Kansas City 8, Missouri. D 


RESIDENCY IN NEUROLOGY—ALABAMA MEDICAL 
Center, University of Alabama Medical School_ offers 
two year approved residency in neurology to United 
States citizens; opening July 1, 1959, for first year 
resident: salary $2,069.96; complete program on request; 


prerequisite rotating or medical internship. Apply: 
W. S. Littlejohn, MD, Division of Neurology, Medical 
College of Alabama, Birmingham, Alabama. D 


APPROVED RESIDENCIES IN MEDICINE. Pavone. 
atry, pathology—Available January |, 1959 bed 


pre hospital* + near New York City; 


New Jersey. 


ANESTHESIOLOGY RESIDENCY—APPROVED TWO 
ar program in 450 bed general hospital; broad clinical 
experience available’ stipend $260 to $310; applicants 
must be eligible for California licensure. Apply: Milton 
J. Chatton, MD, Medical Superintendent, Santa Clara 
County Hospital*+, San Jose-Los Gatos Road, San 
Jose, California. D 


WANTED—SECOND YEAR RESIDENT IN GENERAL 
surgery; three year approved program; 442 adult bed 
weneral hospital; surgical and tumor charity clinic; 
stipend $235 per month; applicants must be graduates 
of approved medical schools. Write to: Administrator, 
Saint Luke’s Hospital*+, 601 East 19th Avenue, Den 
ver 3, Colorado. D 


APPROVED ROTATING INTERNSHIPS—ONE YEAR 
internship January |, 1959; 684 bed county hospital* + 
near New York City; exceptional educational opportu- 
nity; only applicants of approved medical schools will 
be considered; stipend $100 monthly plus complete 
maintenance. Apply: Bergen Pines County Hospital, 
Paramus, New Jersey. o 


PEDIATRIC RESIDENCY — SAN FRANCISCO; TWO 
year approval; full time staff Board Certified pediatri- 
cians in teaching program; active service with rooming- 
in eXperience; appointments available immediately; 
California license required. Contact: Chief, Pediatrics 
Department, Kaiser Foundation Hospital*+, San Fran- 
cisco 15, California. D 


FELLOWSHIP IN PEDIATRIC ANESTHESIOLOGY— 
Available by appointment; 200 bed pediatric hospital+ 
affiliated with medical school; all types of pediatric 
surgery; applicant must have at least one year of ap- 
proved anesthesia residency; $4,200 yearly stipend. Ap- 
ply: Chief, Anesthesiology Department, Children’s Hos- 
pital, Louisville, Kentueky. D 


Have YOU a patient 
who needs 


a lift? 


Tae patients depend on your advice in 
making the big adjustment in their way of 
living which is frequently necessary. An In- 
clinator ends their confinement to one floor 
and enables them to live their normal fam- 
ily life. It is the original stair lift for the 
home which you can unqualifiedly recom- 
mend as safe and dependable for all ages. 
ELEVETTE is the home elevator for those who 
prefer a vertical lift. 

A FREE BOOK, describing both, will be sent to 
you or your patient on request. 


INCLINATOR COMPANY OF AMERICA 


Originators of the simplified passenger lifts for the home 
2226 Paxton Bivd. Harrisburg, Pa. 


Now 


YEAR'S SCHEDULING 


FOR NEXT 


|\OS9 
DAILY LOG 


The Daily Log for Physicians is a common- 
sense bookkeeping system that requires no 
special training — yet stops “'profit-leaks”’ 
and protects against tax troubles. Fully 
dated — looseleaf — inexpensive. A 
standard record keeping system of the 
profession since 1927. Satisfaction guar- 
anteed 
Regular Edition — one 36 line 
day, one volume, dated for cules lar year 
1959 — $7.75.‘Double L dition — 
two facing pages of 36 lines a) be each day, 
two volumes, dated for calendar year 
1959, per set — $13.50. 

ORDER DIRECT OR WRITE FOR 

MORE COMPLETE INFORMATION 


gea 


THE COLWELL COMPANY 


236 University Ave., Champaign, tlt. 
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RESIDENCIES IN PEDIATRICS — APPROVED 250 
bed general hospitalt+ in San Francisco; two year 
approval; large outpatient department and clinic serv 
ice; stipend $325 per month first year, plus mainte 
nance. Contact: Educational Committee, St 
Hospital, 1580 Valencia Street, San Francisco, Cali- 
fornia D 


ONE VACANCY—JANUARY 1, 1959; 3 YEAR PRO 
gram; obstetrics-gynecology: approved residence; 5 man 
obstetrics-gynecology resident staff. Write: Mr. P. F. 
Riggs, Administrator, Hollywood Pre -sbyterian Hospital 
Olmsted Memorial, 1322 North Vermont Avenue,* +. 

3 Angeles 27, California. D 


ANESTHESIOLOGY RESIDENCIES—AT UNIVERSITY 
Minnesota Hospitals, Minneapolis Veterans Adminis 
tration Hospitals and associated hospitals; an opening 
every 4 weeks. Address: Frederick H. Van Bergen, MD 
Director of Anesthesiology, University of Minnesota 
Hospital, Minneapolis, Minnesota D 


SURGICAL RESIDENCY AVAILABLE — 
ately; first year of long term which includes basix 
ence program in hospital with four vear 
Committee approval; stipend $350 per month first and 
second year; 285 bed general hospital in midwestern 
city of 200,000 population. For further details, writ 
Rox 6815 D, % AMA 


FIRST AND SECOND YEAR MEDICAL RESIDENCY 
available immediately in approved program; hospital is 
affiliated with University of Michigan, and second year 
is spent there in study of Basic Sciences; sal “y y $325 
monthly with annual increases. Write: Chief of In 
ternal Medicine, Pontiac General Hospital, "pontiac. 
Michigan D 


PATHOLOGY RESIDENTS—JULY, 1959: 550 BED . 
general hospital; full aperoval; medical school appoint- 
ment and active affiliation. Apply: Dr. Richard G. 
McManus, Institute of Pathology, Western Pennsylvania 
Hospital, Pittsburgh 24, Pennsylvania. 


ANESTHESIOLOGY—RESIDENCY OR POSTGRADI 
ate training available; starting times arranged; excel! 
lent working conditions; graduate of approved school 
only. Apply to: W. Hamelberg, MD, Medical College 
Hospital, Charleston, South Carolina D 


AVAILABLE JANUARY IST; GENERAL PRACTICE 
residency ; county hospital; 210 beds: out patient depart 
ment; $315 per month. Write: Assistant Superintendent, 
Pierce County Hospital, Tacoma 8, Washington D 


WANTED — RESIDENTS IN PSYCHIATRY; THREE 
year approved residencies available; large Eastern Men 
tal Hospital; excellent teaching program therapeutic 
procedures; $5,280 to $6,600. Box 6638 D, % AMA 


LOCUM TENENS WANTED 


PHYSICIAN WANTED FOR LOCUM TENENS OR 
associate in triving Massachusetts suburban community; 
established practice; open staff hospitals: excellent cul 
tural, educational and social opportunities. Box 6842 
G, % AMA, 


REQUIRE FOR TWO YEARS A GENERAL PRACTI 
tioner to serve in southeastern Michigan while owner 
takes further training; city of 100,000: good schools 
and cultural activities. Box 6787 G, % AMA 


PHY SICIAN WANTED — TWO TO FOU R WEEKS 
November and December. Box 6804 G, % AMA 


SITUATIONS WANTED 


SURGEON: COMPLETING SURGICAL RESIDENCY; 
AB (Honors), Princeton; MD, George Washington Med 
ical; trained outstanding hospitals; seeks association 
group, genera; surgery or with subspecialty; part-time 
teaching if possible; prefers Eastern States: Age 23 
WOODWARD MEDICAL BUREAU, 185 N. Wabash, 
Chicago 1. I 


PHYSICIAN CANADIAN; 33; SINGLE; COMPLETED 
internship; some electronics background: desires posi 
tion as of January Ist. Reply to: Dr. S. Fine, 4107 
— Avenue, N. W., Apt. 208, Washington, 

. j 


PEDIATRICIAN IN EARLY FORTIES DESIRES RE 
location to partnership or group; Board Certified with 
special training in pediatric allergy; economy of pres 
ent location prevents expansion; excellent references 
Box 6834 1, % AMA. 


PATHOLOGIST—33; TRAINING COMPLETE 1959; AL- 
so Board Eligible internal medicine; south, southwest 
or west; Chicago for ACP Meeting, trips for personal 
interview, March, 1959. Box 6827 I, % AMA. 


GENERAL PRACTITIONER — AGE 41; WANTS TO 
terminate present practice; desires position as student 
health director; 32 years’ hospital to 
arrange personal interview. Bex 6836 1, M 


ANESTHESIOLOGIST— AGE 53; 
ence; licensed New Jersey, Pennsylvania; North Caro 
lina, Vermont, Connecticut; desires change Jocation; 
Private fee or group association. Box 6825 I, % AMA. 


22 YEARS EXPERI 


1953 GRADUATE OF MEHARRY MEDICAL COLLEGE: 
30 years old; will complete Sth year of surgical resi- 
dency for Board qualifications in July, 1959; am look- 
ing for opportunity. Box 6855 1, %& AMA. 


ORTHOPEDIC SURGEON—BOARD ELIGIBLE; COM 
pleted part I of examination; desires association in 
Bay area of San Francisco. Reply: Box 6842 1, % 
AMA. 


RADIOLOGIST—AGE 35; EXPERIENCED; LICENSED 
isotopes and cobalt; desires hospital appointment as 
director of department. Box 6826 I, % AMA. 


(Continued on page 126) 
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Dimetane 


Whatever the allergic symptom, Dimetane provides unexcelled antihistaminic 
potency and minimal side effects. Dimetane works in certain cases where other 
antihistamines fail. For your next case of pruritus or urticaria prescribe Dimetane 
Extentabs* (12 mg.), Tablets (4 mg.), Elixir (2 mg./5 cc.), new Dimetane Injectable 


Ui 


(10 mg./cc.) or new Dimetane Injectable (100 mg./cc.). A. H. Robins Co., 
Inc., Richmond 20, Virginia/ Ethical Pharmaceuticals of Merit Since 1878 7 
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AN AMES 
CLINIQUICK 


CLINICAL BRIEFS 


which patients 
with noncalculous 
gallbladder 
disease 

should undergo 
surgery? 


Essentially those who are not 
relieved by a prolonged trial 
period of medical management. 


Source—Lichtenstein, M. E.: GP 
16:114 (Oct.) 1957. 


for medical, preoperative, 
postoperative management 
of biliary disorders 
“therapeutic bile” 
DECHOLIN’ and 


(dehydrocholic acid, AMEs) 


DECHOLIN SODIUM’ 


(sodium dehydrocholate, Ames) 


corrects biliary stasis 


Hydrocholeresis with DECHOLIN 
produces abundant, thin, free- 
flowing, therapeutic bile. This 
flushes thickened bile, mucous 
plugs and debris from the bili- 
ary tract. 


AN) AMES COMPANY, INC. 
Elkhart, Indiana 

Ames Company of Canada Ltd. 

Toronto 


(Continued from page 124) 


BOARD ELIGIBLE; 
years 


OTORHINOLARY NGOLOGIST — 
31; single; one year general surgery and three 


eastern university residency training in endoscopy, 
laryngeal, and modern otologic surgery desires location 
in area with 150,000 minimum a available 


Box 6781 I, % AM 


BOARD ELIGIBLE DECEM- 

1959; university trained; age 40; former general 
practitioner; desires group practice; association with 
ophthalmologist or otolaryngologist; or take over estab- 
lished practice; Chicago or suburbs only. Box 6806 I, 
% AMA. 


GENERAL PRACTITIONER—30; CLASS A TRAIN- 
ing; experienced; seeks affiliation with young group, 
practitioner, or industry; suburban location; desire 
$15,000 or equivalent; available immediately. Write: 
William Long, MD, Richmond, Vermont. I 


UROLOGIST—BOARD CERTIFIED; FACS; 41; DE- 
sires relocation with group, partnership or association: 
Chicago, Midwest or metropolitan area; accomplished 
one academic interests and teaching. Box 
676 » % A) 


OBSTETRICIAN-GYNECOLOGIST—-42; BOARD QUAL- 
ified; family; general practice and specialty experience; 
available on 30 day notice; prefer association with 
group or individual; no military obligation. Box 6752 I, 
% AMA. 


January Ist. 


OPHTHALMOLOGIST 
ber, 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, etc.; physicians for pri- 
vate practice, assistants or associates, industry, public 
health. Please write for recommendations. Shay Medical 
Agency, 55 E. Washington, Chicago. 1 


UROLOGIST—BOARD CERTIFIED; WELL 
trained; capable; experienced ali a ases GU surgery; 
desires association with other urologist or grou fi: 
censed paren, Texas; best references. Box 6759 I, 


WELL TRAINED THORACIC SURGEON AVAILABLE 
January Ist; three years’ training; general surgery; 
two years’ training, thoracic surgery, teaching hospitals. 
Medical Bureau, Iburneice Larson, Director, 900 North 
Michigan Avenue, Chicago. 1 


INTERNIST — CERTIFIED; 33; UNIVERSITY 
trained; currently on faculty of ‘medical school; has ha 
experience in private practice and industrial medicine; 
desires association with hospital, clinic; military service 
completed. Box 4858 I, AMA. 


PHYSICIAN—PRIMARY INTEREST MEDI- 
cine; desires salaried position in the south; prefer 
permanent location with chance for advance memset 
please give details in first letter. Box 6776 I, % AMA 


YOUNG 


ANESTHESIOLOGIST — BOARD CERTIFIED; YEARS 
of experience as private anesthesiologist; and as head of 
sy department; desire to relocate. Box 6726 I, 
% AMA 


J.A.M.A., Oct. 11, 1958 
PROFESSIONAL AND TECHNICAL AIDES 


WANTED—TECHNOLOGISTS: (a) CHIEF MED TECH; 
pref esp qual bact; apprv’d gen hsp 200 bds; min 
$5400; lovely Fla resort loca. (b) MED TECH; clinic 
= fae supv by board path; to $5400; Texas. (c) 

CH; 40ns bd vol gen hsp; to $4500: 
sm AY SE. (d) XRAY TECH: full chge 
sm dept, gen hsp too ih: to $5000 plus overtime; 

Cal coastal ay. (e) TECH: female pref; ap- 

prv'd gen hsp 125 ; MW univ, mfg city. 

(f) LAB & XRAY TECH: sm gen hsp just open: to 

hous'g avail very reasonably WwW. (9) 

ECH: Cal reg’d, elig: sm gen hsp 

tech, plus call; city 125, 00. 
CH: apprv'd gen hsp now plan’g exp to 150 bds; 

staff of 6 now in bus lab; lovely ige univ city; ideal 

loca; So. (i) BIOCHEMIST: gen hsp now expand’g to 
= 200 bds; $6000 & commission on net lab income: 

city 20,000; So. (j) MED TECH; full chge apprv'd 
gen hsp 100 bds; lovely N. Engl resort twn. Wood- 

ward Medical Bureau, Ann Woodward, Director, 185 

N. Wabash, Chicago. L 


a IN NEED OF AMERICAN BOARD SPECIALISTS 
to head departments, physician for private practice, 
industry or public health, please write for recommen- 
dations. Woodward Medical Personnel Bureau, 185 N. 
Wabash, Chicago. ! 

GENERAL SURGEON--RECENTLY CERTIFIED; MID 

die 40's; congenial, adaptable; mature judgment; ex 

perienced; also gynecology, genito-urinary, fractures, 
industrial; will do some general work; ag « worker; 
group, partnership, location. Box 6769 I, AMA 


WITH TEACHING AND 
professorship or 
negotiable 


UROLOGIST CERTIFIED, 
clinical experience; desires university 
department directorship for clinic; salary 
Box 6766 1, % AMA 


UROLOGIST WILL COMPLETE APPROVED URO- 
logical training in June, 1959; married; age 30; vet- 
eran; desires partnership or ‘group association. Box 
6694 1, % AMA 


GENERAL HOSPITAL BEDS; REQUIRES TECH- 
nician with good background in chemistry and bacteri- 
ology; hospital plans to double size within two years; 
excellent opportunity for advancement; fully equipped 
modern laboratory; full time pathologist in charge; 
hospital will make available additional training at rec 


ognized institutions for medical technologists. Address 
all inquiries to: The Administrator, Cornwall Hospital, 
Cornwall, New York. L 


APPARATUS WANTED 


APPARATUS WANTED--CULDOSCOPE, IN) WORK 
able condition; please state price desired. G. Con 
Smith, MD, 650 5th Avenue, Fort Worth, Texas. M 


PRACTICES FOR SALE 


GENERAL PRACTICE; 80% 
grossing $3,000 month; “easily 
lease 10 room building with equipment, 
good hospitals; schools, climate; introduce gratis. 
Alta Vista, Bakersfield, California. 


INTERN- 
increased ; 
reasonable; 
2411 
P 


CALIFORNIA 
al medicine; 


COLORADO 
near Denver; 
tiful community 
social opportunities ; 
6829 P, % AMA 


FLORIDA—-NEAR CLEARWATER; 8 YEAR ESTAB- 
lished general practice location; modern clinic fully 
equipped; should gross $40,000 first year: for sale, rent 
or percentage. Leone, MD, Ingraham seas 
Miami, Florida. 


ESTABLISHED GENERAL PRACTICE 
leaving July 1959 for residency; beau- 
and nearby mountains; cultural and 
easy terms, will introduce. Box 


EIGHTY 
for sale 


MILES 
or rent; 


ILLINOIS. GENERAL PRACTICE; 
from Chicago; also ee residence 
will retire. Box 6846 P, % AMA. 


GENERAL PRACTITIONER, OBSTETRI 
pediatrician to take over recently deceased 
physician grossing $55,000; office fully equipped, pri- 
vate parking area; 2 blocks from Hospital, in city 9,000 
population; 50 miles from Chicago; records available; 
terms flexible. Box 6800 P, % 1A. 


ILLINOIS 
cian oF 


MARYLAND—UNOPPOSED BAYSIDE CHESAPEAKE 
Bay practice; 19 miles Annapolis; 37 miles Washington; 
14 room house-office combination; 1 acre ground; pr 
ious yearly income 25 to 35 thousand gross. Box 6791 

AMA. 


P, % 


MICHIGAN—OPPORTUNITY TO BEGIN IMMEDIATE 
= by purchasing office equipment; time or other- 
; spacious office; low rent; gees town; 
apec echalize. Reply: Box 6796 P, AMA. 


leaving to 


iAN--ACTIVE GENERAL PRACTICE IN CITY 
5,000 northeast part state; 5 


suburban location; 5 


room suite with good equipment including x-ray; will 

introduce; cash or terms. Box 6741 P, % AMA. 
MINNESOTA-—-WANTED—DOUCTOR TO TAKE OVER 
practice of older physician who wants to retire; busy 
solo practice in lake region, western Minnesota; new 
good hospital near. Box 


with dentist; 
854 P, % A. 


MISSOURI — PRACTICE AVAILABLE; PHYSICIAN 
solo praction: air- conditioned with 
ple bi 


rent; no cas 

Somes available $40- $50; good hospital five miles: fine 
fishing, hunting, eongonian community; 1,200 in town, 
in trade area. Community Medical Association. 
Pierce City, Missouri. P 


MONTANA—WELL ESTABLISHED GENERAL PRAC- 
tice available immediately; very attractive office; mod- 
ern hospital; e schools; progressive community; ex- 
cellent hunting “ fishing; mild climate; specializing. 
Lox 6657 P, 


(Continued on page 132) 
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on cf méprobamate 


Nerv. 


new 


Mepros 


1.Meprobamate is more widely prescribed than any 
Other tranquilizer. Source: Independent research 
organization; name on request 

2. Baird, H. W., 111: A comparison of Meprospan 
(sustained action meprobamate capsule) with other 
tranquilizing and relaxing agents in children 

Submitted for publication, 1958, 


Literature and samples on request 


TRADE-MARK 


CME-7326 


ni 


Two capsules on arising last all day 
Two capsules at bedtime last all night 


relieve nervous tension on a sustained 
basis, without between-dose interruption 


“The administration of meprobamate in 
sustained action form [Meprospan] produced 
a more uniform and sustained action... 
these capsules offer effectiveness at 
reduced dosage.’”’ 


Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. 


*WALLACE LABORATORIES, New Brunswick, N. J. 
who discovered and introduced Miltown" 


The he th mysols ue to rhewtic 
mi pyster 17252, Fet. 251. 
} 
12 h 


Clinical Meeting 


MINNEAPOLIS, MINNESOTA 
DECEMBER 2-5, 1958 


The 12th A.M.A. Clinical Meeting in Minneapolis will feature a related, balanced 
program of lectures and clinical conferences. Attention will be focused upon the diseases 
and conditions most frequently met by the General Practitioner. 


Registration will begin at 8:30 a.m., Tuesday, December 2. The meeting will close each 
evening at 5:30°p.m., and Friday, December 5, at noon. Major emphasis will be on 
Obstetrics, Fractures, Heart Disease, and Psychiatry. Other topics will be: Arthritis, 
Dermatology, Gastro-Intestinal Diseases, Neurology, Gynecology, Pediatrics, Pulmo- 
nary Diseases, and Surgery. 


An important part of the meeting will be the Scientific Exhibits, which provide an op- 
portunity to see at first hand the new techniques and treatments. The latest in efficient 
equipment for the General Practitioner will be shown by America’s leading firms in the_ 
Technical Exhibits. 


make your hotel reservations now! 


American Medical Association APPLICATION FOR HOTEL ACCOMMODATIONS 
Cli 

nod tide. Be sure to give three choices of hotels 

Minneapolis 2, Minn. (Please print or type) 

Please reserve the following: 


Hotel 


First Choice Second Choice 
ROOM(S) with bath for. 


(parlor and bed: 


Date Arriving Mi poli hour 
Rooms will be occupied by: (Please attach list of additional names if you do not have sufficient space here. 
Also list ages of children, if any.) Print or type 


Street Address City 


if you are a technical exhibitor, be sure to give name of firm and individuals to occupy room or rooms reserved. 
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Third Choice 
ROOM ($8) with......double bed or......twin beds for............ person(s). Rate POF LOOM. | 
A.M, | 
i 
| » 
Name Zone State | 
| 
' 


OF 


schedule 


of 


/ 

MINNEAPOLIS / 
Loop 


ANDREWS Hennepin at 4th 
CURTIS 10th St. & 3rd Ave. So. 


DYCKMAN 


FRANCIS DRAKE 


MARYLAND 
NORMANDY 
PARK-PLAZA 


PICK-NICOLLET Nicollet & Washington 


RADISSON 
SHERIDAN 
VENDOME 


27 S. 6th St. 


1346 LaSalle Ave. 
405 S. 8th St. 
1700 Hennepin 


45 S. 7th St. 
1112 Marquette 
17 S. 4th St. 


10th St. & Sth Ave. 
HAMPSHIRE ARMS 900 4th Ave. So. 
LEAMINGTON (Headquarters Hote|—No Rooms Available) 


mark your 
calendar today 


All reservations for Minneapolis hotels 
listed should be cleared through the A.M.A. 


housing bureau before November 22, 1958. 


Use the form below and mark your calendar 
so that you'll be in Minneapolis December 2 
through 5, 1958. By taking a few moments 
now, you will assure yourself of a hotel 


reservation. 


SINGLE DOUBLE TWIN SUITES 
$4.85-10.00 $6.85-15.00 $ 8.50-15.00 
5.50- 7.50 7.50- 9.50 9.50-13.00 $12.00-25.00 
6.50-16.00 9.50-16.00 11.50-18.00 30.00-45.00 
6.50-10.00 8.50-11.00 10.50-12.50 


4.50- 6.50 6.00- 8.00 7.50- 9.50 


5.00- 8.00 —-8,00-12.00 9.00-16.00 

5.50- 6.00 8.00 7.00-12.00 

3.75-12.00 6,00-15.00 6.50-15.00 

5.50-12.50  9.00-15.00 —11.50-16.00 
5.50-10.00  8.50-12.50 
5.00- 6.50 _7.50- 9.50 9.00-12.00 
3.50 5.00 5.50 
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use classified ads 


in the Journal 


of the 


American Medical Association 


If you desire a new location or position... 
If you need a partner or successor... 
If you want to buy or sell apparatus, instruments or books. . . 


A CLASSIFIED AD IS YOUR ANSWER 


for aduertising rates write to 
THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION 


535 NORTH DEARBORN STREET, CHICAGO 10, ILLINOIS 
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in over 1,200 


case histories'” 


CONFIRMED EFFICACY 


Deprol ® acts promptly to control depression 


without stimulation 
> restores natural sleep 
> reduces depressive rumination and crying 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 


® does not adversely affect blood pressure 
or sexual function 


® causes no excessive elation 


> produces no liver toxicity Desage: Usual start- 


does not interfere with other drug therapies 


this dose may be grad- 


Deprol is unlike central nervous stimulants ually increased up to 


mann 


Cause insomnia Bach 


> produces no amphetamine-like jitteriness tablet contains 400 


mg. meprobamate and 


does not depress appetite 


> has no depression-producing aftereffects chloride (benactyzine 
HCl). 
can be used freely in hypertension and Bottles of 


in unstable personalities 50 scored tablets. 
1. Alexander, L.: Chemotherapy of depression—Use of meprobamat bined with benactyzine (2-diethylaminoethy! benzilate) 
hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Current p H icati in the files of Watlace Laboratories. 


Literature and samples on request iy WALLACE LABORATORIES, New Brunswick, N. J. 


| 
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NEW JERSEY PROSPEROUS SOMERSET HILLS 
practice; equipped office attached to home; open hos- 


: staffs nearby; lease for three years at modest 
sure, and practice is yours; to begin residency next 
i y; will introduce beginning next May. Box 6792 P, 


INFLAMMATORY DERMATOSES NEW JERSEY — NORTHERN; CONVENIENT NEW 

York City; 5 room office; 4 bedroom residence; custom 

: built; 6 years old; medical practice included; good 

location for radiologist or ENT. Reply: Box 6778 P, 
AMA. 


Incorporated 

in exclusive 4 NEW YORK—UPSTATE; WELL ESTABLISHED GEN 

: eral practice; home-office combination; Finger Lakes 

ACID MANTLE i District; two open staff hospitals nearby: available 
vehicle ; January, 1959; Write: Box 6822 P, % AMA. 


NEW YORK—GENERAL PRACTICE; IN) SUFFOLK 
County, New York; grossing 45,000; excellent for re- 
turning Gl; owner will accept deferred payments; in 
quiries invited, Jose ph F. McElligott, 50 Broad Street, 
New York 4, New York. 4 


NORTH CAROLINA—PIEDMONT; GENERAL PRAC- 
tice; mew offices; X-ray, very best equipment for sale; 
one or two doctors; reasonable, terms; location excel- 
lent; will sacrifice to specialize; gross $55,000 1957. 
Box 6749 P, % AMA. 


cal offices, fully D 
in rural area; main street houston? 28 ‘ped hospital in 
town; no other doctor; terms available with unusually 
low down payment; purchaser at no extra cost will take 
over general practice grossing $58,000 annually; owner 
specializing July, 1959; will introduce successor early 

Susceptibility #6 infection by bactetio is widely q NORTH DAKOTA GENERAL PRACTICE; TAKE 

over year practice; county seat of 1,500 in 
North Dakota county of 10,000; one other doctor; new 
held to be due to the remova { of the antibocterial ue 40 bed hospital; house-oftice combination ; ” hunting 
te: ; : and fishing in the state; leaving to specialize. Reply to: 

acid mantle’ of the skin and ifs displacement by 

OREGON—FOR SALE; GENERAL PRACTICE ESTAL- 
an abnormal ‘alkaline mantle’.”—— Fabricant, N.O.: lished 52 years; priced reasonable; plenty of eauip- 


ment; located in college town. Box 6668 P, % AMA 


A. M. A. Arch. Otolaryn. 65:11, 1957. PENNSYLVANIA — SPLENDID OPPORTUNITY FOR 


either a general surgeon or for an eye, ear, nose and 
throat man; retiring. Box 6849 P, “o AMA. 
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DOME CHEMICALS 


Samples and literature Supply—*%, 1% and 2% hydrocortisone in either Creme PENNSYLVANIA — GENERAL PRACTICE; RURAL 


available on request. (33 02., 1 o2., 2 oz., 4 oz. tubes and 1 Ib. jars) or Lotion eastem Pennsylvania; air conditioned home-office 
(4 o2., 1 0z., 2 oz., 4 oz. squeeze bottles and pt. bottles). combination; grossing $30,000; 2 hospitals 15 minutes; 
will introduce; April; $27,000, $5,000 down; lease 

$200; specializing June. Box 6756 I, % AMA. 


4 
WANTED—YOUNG BOARD ELIGIBLE OR CERTI- 

fied ophthalmologist to take over established practice; 

prosperous college community of 80,000 between Chi- 


cago and Detroit; leaving November Ist to re- locate 
MA 


NEW Los ANGELES 46 + In Canada: 2765 Bates Road, 


APPARATUS, ETC., FOR SALE 
I) My HY | “‘medical ‘and. caurpment: availaute 


at all district offices; United States and Canada; deal 
E IFY / directly with factory organization; all sales and service 
personnel factory-trained; prices include installation 


and operating instructions. Write to: 6-10, General 
Electric Company, X-ray Department, 4855 Electric 
Ave., Milwaukee |, Wisconsin. Q 


Hy Yi COMPLETE SET FIRST QUALITY EAK, NOSE 
YY throat instruments; specimen, headlight motor 


Mg alloy forks, ete. . RK. R. Miller, Sy 77-1901, 1932 

7 gr Galbreth Road, Pasadena, California. Q 
Hypnotic Dose FOR SALE—LIKE NEW; RITTER ENT UNIT AND 

j: { / Many articles in Ritter ENT motor chair; with instruments that come 


with same; both for $1! 500 cash. Box 6844 Q. % AMA 

stock. Ask for free 4 
er LARGEST STOCK OF USED-RECONDITIONED AND 
listing. surplus x-ray equipment in America; all makes and 
models of diagnostic and therapy units; delivered; in 


y Tele! j Stalled, guaranteed and serviced. Write for details of 
We reprint any article new deferred payment plan and new accessory price 


from TODAY'S HEALTH list: The Kramer X-Ray Company, Inc., formerly Med- 


ia c Yi) ical Salvage Co., Inc., 217 E. 23rd Street, New York 10, 
THE ORIGINAL Hi upon request (minimum New York. a 

CHLORAL HYDRATE CAPSULES order 500 copies on reception 


i inti riced. Frank J. Rojek, MD, 7901 No. Octavia, Niles, 


9-7532 day; Niles 7-6349 evenings. 


PERMITS FLEXIBLE DOSAGE 4 REPRINTS 
NON =ALCOHOLIC- PALATABLE FOR RENT 


DESIRABLE AIR-CONDITIONED OFFICES FOR 
rent in medical building in Waukegan, Illinois; for 
specialists in psychiatry, ophthalmology, dermatology, 
or orthopedic surgery. Jules B, Alterberg, DDS, 1700 
W. Washington Street, Waukegan, Illinois, _ 
3-0595. 


FOR RENT—NILES, ILLINOIS; DESIRABLE MEDI- 
cal suite; share beautiful reception room with dentist 


i and optometrist; air-conditioned building; tremendous 

10gr. ae svar growth potential ; ample parking. Phone: Talcott 3-5126 
or Spring 4-4505, Niles, Dllinois. T 

FOR RENT OR SALE—8 ROOM COMPLETELY FUR- 


NON- BARBITURATE nished home plus 5 room modern office; central Gen- 


ices ; / Electric conditioning; automatic gas heat; 
HYPO-ALLERGENIC Prices and information built-in Hi-Fi; wall Mall carpeting ete.; southwest 


from Yi! ff Chicago. Box 6839 T, © 


HY] fy PROFESSIONAL — FOUR ROOM APARTMENT AND 

fellows Testa al Bureau of Health garage; in house with established eve, ear, 
i Wf) throat specialist; central a in Portsmout ew 

co. me Education letails: Mrs. Robert Mores, Box 212, Hay- 


Yi 
American Medical HY! YY denville, Massachusetts. 
pharmaceuticals since 1806 Association | FOR RENT_ FURNISHED OFFICE; REST OF HOUSE 
D bo St YY! iy) y optional; Westchester County country; gracious Ro ng; 
Detroit * Dallas * Los Angeles 535 N. Dearborn St. YH yet one hour from downtown New York; suitable for 
Chicago 10 Hi qualified general practitioner or pediatrician; existing 


doctors overworked; I am specializing. Joseph Stein, 
MD, Hawthorne, New York T 


per Hi 
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(chlorotrianisene) 


the long-acting oral estrogen 


therapy that follows nature’s course—tace, unlike any other estrogen, stores itself 
in the patient’s body fat. Released naturally. ..slowly, evenly... like a hormonal secretion, TACE 
provides prompt relief of menopausal symptoms plus sustained symptom-free maintenance because 
of the unique TACE depot effect. 


smooth adjustment to postmenopause state—The longer-lasting estrogenic activity 
of TACE gently “attunes” the autonomic nervous system to lower estrogen levels. In this manner, 
TACE helps the troubled patient go through her “change-of-life” as smoothly as does the meno- 
pausal woman who has few physiologic problems. Withdrawal bleeding...‘‘false periods”. .. 
are rarely encountered. race® 


symptoms seldom recur — After cessation of therapy, most Merrell 
patients require no further treatment. 


SINCE 1828 


dosage —2 TACE capsules daily for thirty days can provide a symp- te wm. 8. mermect company 
New York - St. Thomas, Ontario 


tom-free menopause. Additional courses may be given, if needed. Prodvet of Original Merve Research 


a, 


to 


in hypertension therapy 


Rautensin (the alseroxylon fraction of 
Rauwolfia) offers simple, well tolerated, 
effective and easy-to-manage therapy for the 
complex problem of hypertension. Rautensin 
produces a gradual and sustained drop in 
blood pressure...calms and soothes the 
anxious patient, usually without loss of 
alertness...slows accelerated pulse. Patients 
on this regimen show marked reduction of 
anxiety with a resulting increase in intellectual 
and psychomotor efficiency.! 


With the use of the alseroxylon fraction of 
Rauwolfia, it is usually true that side actions 
**...are either completely absent or so mild 
as to be inconsequential”’ and there is “‘...no 
danger of sudden rebound of the blood 
pressure.” Furthermore, alseroxylon is not 
likely to cause mental depression,’ and does 
not usually cause drowsiness. Rautensin is 
purified and therefore free of inert dross 
present in the whole root 

1. Wright, W. T. Jr.; Pokorny, C., and Foster, T. L.: J. Kansas M. Soc. 

57:410, 1956. 


2. Terman, L. A.: Iilinois M.J. 3:67, 1957. 
3. Moyer, J. H.; Dennis, E., and Ford, R.: Arch. int. Med. 96:530, 1955. 


Rautensin’ 


A purified alkaloid complex of Rauwolfia with total therapeutic activity—minimal side effects. 
Each tablet contains 2 mg. purified Rauwolfia serpentina aikaloids (alseroxylon fraction) 


SMITH-DORSEY « Lincoln, Nebraska « A Division of The Wander Company 
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Medrol 


hits the disease, but spares the patient 


Upjohn 


The Upjohn C 
*Trademark for methylprednisolone, Upjohn Sataenenees Michigan 
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NEGROES AND 
MEDICINE 


By Dietrich C. Reitzes 


Wit information obtained from more 
than 80 medical colleges and analy- 
sis of 14 major U.S. cities, this book 
provides the first full-scale analysis of: 


® opportunities for Negroes in medicine 
status of medical care for and by 
Negroes 

factors which block er aid integration 
in medicine 

A COMMONWEALTH FUND BOOK 
$7.00 through you bookseller, or from 


HARVARD UNIVERSITY PRESS 
79 Garden St., Cambridge 38, Mass. 


CHAIR © Uphol lini $150 
CABINET « "aoe “steel, eight drawers, with 
or without complete transilluminator, cautery 
theostat, waste , Gir reg gauge, 
tubing a cutoff $115 to $195 
T i $16.50 
CUSPIDOR © With suction $95 


CATALOGUE SENT UPON REQUEST 


SURGICAL MECHANICAL RESEARCH, INC. 


1905 Beverly Bivd., Los Angeles 57, Calif. 
ESTABLISHED 30 YEARS 


Put this NEW light in your office! 


Castle, the first name in surgical 
lighting, announces a new light— 
the No. 8 MeP Light. With its 
new styling and with the features 
of higher-priced lights, it actually 
costs less. 


It’s modern in design. Light- 
weight. Moves easily up, down 
and around; beams light from 
every angle. Comes in COLOR. 


Never before has such a fine 
light been available at such a low 
price. Call your dealer for a dem- 
onstration or write: 


Castle LIGHTS & STERILIZERS 


WILMOT CASTLE COMPANY «+ 1822 East Henrietta Rd., Rochester, N.Y. 


DEPTH OF FOCUS 


An ordinary reflector projects a 
single cone of light with a fixed 
point of focus. It is necessary to 
adjust light every time the sub- 
ject moves. 


The concentric-ringed reflector 
of the Castle No. 8 M’P Light, 
however, gives multiple cones of 
light. A trunk of light is formed 
which gives a depth of focus. 
Light remains correctly focused 
at all times. Blockage of any 
part of the light does not result 
in eye-fatiguing shadow. 


it: 
J.A.M.A., Oct. 11, 1958 
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FRACTURED 
TIBIA? 


THE CHICAGO MATERNITY CENTER 


offers Six-Month Assistont-Residency in Obstetrics to graduotes of Class 
A medical schools who have completed a one-year general internship. 
Residents in obstetrics and gynecology ore chosen from this group. 


AMERICAN BOARD CREDIT 
Room, board and $75.00 monthly allowance. 
1336 Newberry Avenue Chicago &, Illinois 


BELLEVUE PLACE 


for 


Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
. BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


i SECLUSION Est. 1909 MATERNITY 


Private sanitarium for the care of a limited 
number of unfortunate girls. Rates reason- 
able. In certain cases work given to reduce 
expenses. Certified obstetrician in charge. 
All adoptions, if desired, are arranged thru 
the juvenile court of K. C. Early entrance 
advised. All correspondence confidential. 
Write or phone 
Grace Schroer, Supt. WA 3-3577 
4911 E. 27th St.—K. C.. Mo. 


Health Publications 


Send for a free catalog listing publications of the American Medical 
Association dealing with community health, personal hygiene and sani- 
tation. Listed are posters, pamphlets and other publications of interest 
to the public. Help encourage the maintenance of good health in your | J 
community. | 


American Medical Association, 535 North Dearborn St. Chicago 10) 


“The pills the doctor gave me built 
me up fast. They were a lifesaver." 


clinical investigators report | 
benefits and safety of | 


® 
= hydrochloride 
| (methyiphenidate 
hydrochioride CIBA) 


*75-year-old carpenter 
treated for postcoronary depression. 
(Personal communication) 


= C I B A summit.n.s 


see page > 79 | 


abe After Ritalin: “... they were 
alert, fatigue disappeared, and 
they could go all day without fF 
tiring [89 patients].’”* ACCELERATE THE 


clinical investigators report RECOVERY 
benefits and safety of ! PROCESS WITH 


® 
hydrochloride 
in (methylphenidate * 
hydrochloride CIBA) ' 
“Natenshon, A. L.: Dis. Nerv. see page 79 A DAS 


System 17:392 (Dec.) 1956. 


“STREPTODORNARE LEOERLE 

bie LEDERLE LABORATORIES, 2 Division of AMERICAN CYANAMID COMPANY, Peart River, New 
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MILKY WAY WITH 
5O MILLION STARS 


Tanks to the medical profession, the evaporated milk 


way of bottle feeding has proved the successful way for 
50 million babies. 


And only a formula base which respects the judgment of 
the individual physician could have achieved such success. 


Here is the flexibility which permits the physician to 


tailor the formula to the individual baby . . . in 
carbohydrate content and by dilution of the milk to the 
exact strength desired. 
Here is adjustability which permits easy formula changes 
when required. 
Ei \ Here is the higher level of protein recommended when 
cows’ milk is fed to babies. 
EVAPORATED 
Here is maximum nourishment, sterility, added vitamin a 
baa olga D in required amount, all at minimum cost to parents. ’ 


Here is the formula base proved successful by clinical 
experience-——50 million times. 


L 
PET EVAPORATED MI K 


PET MILK COMPANY *ARCADE BUILDING «ST.LOUIS I,MISSOURI 
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Until... 


pt and 


you provide prom 
PROLONGED RELIEF *with 


*A single dose provides relief for as long as 12 hours. 


Novahistine LP? combines the action of a 
quick-acting sympathomimetic with an 
antihistaminic drug for a greater decon- 
gestive effect. 


Each LP tablet contains: 
Phenylephrine hydrochloride oneoe 20 mg. 
Chlorprophenpyridamine maleate. 4 mg. 
Supplied in bottles of 50 and 250 tablets. 


Usual dose: Two tablets, morning and 
evening. For mild cases (and children), 
1 tablet. Occasional patients may require 
a third daily dose, which can be safely 
given. tTrademark 
PITMAN-MOORE COMPANY 


DivISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 
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new prenatal supplements / 


... the mother’s chance of becoming nutritionally 
below par is greater. Published studies indicate, 
moreover, that multiparas are more likely to be 
anemic!. This may be related to the evidence 
that as birth order increases, so does the tend- 
ency toward anemia in the infant?:*. Hence, the 
multipara may have special needs for iron. 


Vitamins and minerals, Mead Johnson 
Comprehensive tablets 


Each tablet supplies—Iron (from ferrous fumarate) 40 mg., 
Calcium (from calcium carbonate) 250 mg., Ascorbic acid 
100 mg., Vitamin D 400 units; Vitamin A 6000 units; 
Thiamine 1.5 mg.; Riboflavin 2.5 mg.; Niacinamide 15 mg.; 
Pyridoxine HC] 3 mg.; Calcium pantothenate 5 mg.; 
Cyanocobalamin (B,,) 2 meg.; Folic acid 0.3 mg. 


especially for the multipara 
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Natalins Comprehensive and Natalins Basic 
provide generous iron, calcium and important 
vitamins in convenient one-a-day tablets; both 
formulations are phosphorus-free. 

You can choose the comprehensive 2] or the 
basic formulation to meet the needs of 
individual patients. 


Natalins® 


Vitamins and minerals, Mead Johnson 
Basic tablets 


Each tablet supplies—Iron (from ferrous fumarate) 40 mg., 
Calcium (from calcium carbonate) 250 mg., Ascorbic acid 
100 mg., Vitamin D 400 units. 
Both formulations available in new decorative bottles with 
feminine appeal—bottles of 100. 


*Projected estimate from data of U. S. Office of Vital Statistics indicates that 76% of births in 1958 will be to multiparas. 
4. Traylor, J. B.,and Torpin, R.: Am. J. Obst. &. Gynec. 61:71 an.) 1951. 2. Guest, G. M., and Brown, E. W.: A.M. A. J. Dis. Child. 93:486 (May) 1957. 3. Woodruff, C. W.: J. A.M. A. 167:715 June) 1958, 


Mead Johnson 


Symbol of service in medicine 
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